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RECOMMENDATIONS 

CHAPTER I 

INTRODUCTION 

Tile Health Problem in India 

1. A study of Volume .1 of our report (!aiiJU)t fail to roreal the 
extent* and intensity of the dark shadows in the health picture of the 
country. It is not for us to api)oriion responsibility for the sombre 
realities which face us today. Tt is with the future that we are con- 
cerned and if the picture is to be substantially altered for the better 
with the least possible delay, a nation-wide interest must be aroused 
and the irri^sistible forces of an awakened public opinion arrayed in 
the war against disease. Only a vivid realisation of the griovoug 
handicap whjeh is today Retarding the country's progress can help to 
mobilise an all-out e/fort in this campaign and infuse into it a 
driviiv," for(*e which will gather and not lose momentum as time goes 
on. If it were possible to evaluate the loss, Wliich this country 
annually suffers through tlie avoidable waste of valuable human 
material and the lowering of human efficiency tlirough nu\l-nutrition 
and prev(Mitible morbidity, we feel that the result would bo so start- 
ling that the whole country would be aroused and would not rest 
until a radical change had been brought about. 

Wo refer on page 85 of this part of our report to an estimate 
which lias been made of the economic loss attributable io a single 
disease -malaria. Admitting that such assessments can lay no claim 
to mathematical exactitude, the figures, which come from an un- 
questionably authoritative source, even if approximately correct, 
are sufficiently arresting to demand something more than passing, 
notice or academic interest. 

2. We desire to avoid any semblance of special pleading in the 
emphasis we place on 'the paramount importance of health in any 
plan for the future development of the country. We realise that the 
most effective progress postulates a closely co-ordinated advance, in 
which complementary effort in many fields must bo correlated, if the 
national development front is to move forward steadily, smoothly and 
with the greatest volume of practical achievement. 

Nevertheless, we feel that a nation's health, using the term to 
signify that positive state of well-being in which mind and body are 
able to function to their fullest capacity, is perhaps the most potent > 
phigle factor in determining the character and extent of its develop- 
ment and progress. Expenditure of money and effort on improving; 
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the nation’s health is a gilt-edged investment which will yield not 
deferred dividends to be collected years later, but immediate and 
steady returns in substantially increased productive capacity. 

The worker, in whatever field he may be engaged, can only give 
of his best if his physical condition is not impaired by any disability 
resulting from the absence of sound health. We feel we can safely 
assert that a nation’s wealth, prosperity and advancement, \vh(*ther 
h; the economic or the intellectual sphere, arc conditioned by the 
state, of its physical well-bni^L^ 

In regarding national health as the foundation on which any plan 
of reconstruction must be based if it is to yield optimum results, we 
feel we are merely repeating an axiomatic proposition. We need no 
flirt hi‘r jiistilH'ation for attempting to evolve a comprehensive plan 
v.hich must inevitably cover a very wide field and necessarily entail 
largo expenditure, if it is to take into account all the more important 
factors which go to the building up of a healthy, virile and dynamic 
people. 

A Future Health Plan in Outline 

At the outset, we must ensure the conditions essential for 
healthful living in town and country-side. Suitable housing, sanitary 
surroundings and a safe drinking water supply are the primary con- 
dilions for securing such a measure of environmental hygiene as is 
essential to ensure the pre-reqnisitcs of a healthy life. Without 
these our towns and villages will continue to be factories of disease, 
which will help to maintain undiminished the demands on the 
curative side of the medical services. 

The provision of effective means for the early detection and ])re- 
ventipn of epidemic and communicable diseases must take a very 
high place in the organisation of public health measures, while 
improvement in nutritional standards must form an objective as 
fundamental as any in our basic plan of health development. Nutri- 
tion involves not merely a properly balanced but a quantitatively 
adequate diet, and this opens up avenues of enquiry beyond the 
«cope of our task. 

The elimination of unemployment, the provision of a living wage, 
improvement in agricultural and industrial production, the develop- 
ment of village roads and rural communications, as distinct from 
the great national highways now projected, are all so many facets 
•of a single problem calling urgently for attention, though it lies 
•riiitside oiir province to do more than make a passing but pointed 
reference to them. We should be failing in our duty if we omitted 
to stress the composite character of the problem with which we are 
faced and to point out that a frontal attack upon one sector alone 
•can only end in disappointment and a waste of money and effort. 

Nor can man live by bread alone. A vigorous and healthy commu- 
nity life, in its many aspects, must be suitably catered for. Recrea- 
tion, mental and physical, plays a large part in building up the con- 
ditions favourable to sound individual and community health and 
must receive serious consideration. 

4. Turning next to the problems more particularly concerned with 
[he care of the individual, we must start at the very beginning. 
Every child has the right to be ensured a fair chance of living a 
mornial, healthy life and of contributing eventually, as an adult man 
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• or woman, its full share to the general advancement of the commu- 
nity. This will entail the proper care of expectant mothers and the 
'.provision of adequate ante-natal, natal and post-natal attention. 

The child, during every stage of its journey towards adult life 
needs suitable care and attention. Its proper" nutrition, its health 
care and health education, its physical development are' matters of 
concern to the State, which must see that where parental efforts are 
inadequate, the child does not suffer. When the necessity arises 
for medical attention for the individual, there should be an adequate 
health service to turn to, from which no question of lack of means 
should cut him off. The ideal to be aimed at in a National 
Health Service cannot be more clearly described than in the 
words of the Ministry of Health in the United Kingdom in 
setting out its projjosals for such a service. “The new service/’ it 
'S.ays “is designed to provide for every one, who wishes to use it, a 
full range of liealth care No one will bo compelled to use it. 
Those who prefer to make their own arrangements for medical 
attention must be free to do so. But to all who use the service, 
it must offer as and when required the care of a family doctor, the 
‘Skill of a consultant, laboratory service, treatment in hospital, the 
advice and treatment available in specialised clinics (maternity and 
child welfare centres, tuberculosis dispensaries and the like), dental 
and ophthalmic treatment, drugs and surgical appliances, midwifery, 
home-nursing and all other services essential to health. Moreover, 
all these branches of medical care must be so planned and related 
to one another that every one who uses the new service is assured 
of ready access to whichever of its branches he or she needs’". This 
is an ideal which we in this country may well place before our- 
: selves, not as some distant shadowy objective to be approached 
through leisurely advances if and when conditions are favourable, 
but as a definite goal the attainment of which, at the earliest pos- 
^sible moment, is vital for the nation’s progress and therefore 
•demands an inflexible, concentrated and sustained effort on the part 
of all, to whom the nation’s health and welfare are a matter of vital 
•concern. 

Jlmpediments to Rapid Progress 

5. We realise, however, that there are ser’oiis impediments in 
the way of the early fruition of these hopes. The country's finan- 
*cial resources are limited. The trained personnel necessary to pro- 
vide a health service of the expansive character we have in mind is 
•unfortunately lacking at the moment, and this limitation is not one 
which can be removed today or tomorrow. It takes five years to 
nroduce a doctor and other key personnel require periods of train- 
ing which, in many cases, must normally be measured in terms of 
years and not in months. Moreover social habits, customs, usages 
and existing standards of living may also" call for modifiication, 
which- in some cases may be profound, before the way can be 
r'fFectively prepared and the requisite pre-conditions ensured for the 
I iup»ju>- of the Jiow health order which wc envisage. 

Nor can the ideal of community health be achieved through a bottle 
of medicine or a surgical operation. It cannot be attained until the 
mdwidual has learnt to realise that his neighbour’s health is a 
matter of as much concern to himself as his own, that it is his own 
which must help to decide the health pattern of the comrnu- 
'-iity circle in which he lives and that only a combined co-operative 
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endeavour on the part of all workers in the many fields of activity in 
that circle can yield results that are worth achieving. There is no^ 
magic wand to wave these changes into being overnight. The road 
to final achievement lies through purposeful endeavour, unrelenting^ 
toll and co-operative effort inspired by wise guidance and the light 
of a great ideal. 


Long and Short Term Programmes 

6. Bearing in mind these limitations, we shall draw two^ 
pictures. One will depict a comprehensive nealth plan as we see it 
in the somewhat distant future, which we hope will give every man, 
woman and child a reasonable measure of protection against avoid- 
able disease and suffering and adequate medical attention whenever 
this is n(H‘.diMl. The other— a short-term plan— will present a pro- 
gramme indicating what we consider should be the minimum 
advance over the first two 5-year periods paying due regard to the 
restricting factors which must fetter our freedom of action and 
liinder the pace of progress. 

In outlining this programme, we have tried to bear in mind the 
necessity for tempering enthusiasm with a sense of reality. Tn the 
earlier years the lack of sufficient trained staff and of adequate 
iinancial resources will inevitably limit the scope of practical 
achievement. With the initial impediments overcome or reduced, 
however, the pace of. advance should be materially quickened. Tn 
Chapt('r in wo give a general idea of what we regard as a suitable 
long-distance health objective to be placed before the country and 
reached in a period of years. We consider that it is inadvisable to 
attempt to plan now in meticulous detail for a term beyond the 
first two quinquennia. The advance of seieiice, the progrtiss cf 
i<](‘as, (diangea in c.inuimslances and (lOTufltions may render out of 
date any detailed programme drawn up too far in advance. While, 
therefore, We feel it necessary to sngges't, in some detail, a pro- 
gramme for the first two 5-year periods, we refrain from the same 
elaboration i 7 i respect of the later years. We shall, however, present 
in broad outline certain objectives, which should be kept in view 
diiriiig the third quinquennium. 

Need for Periodical Review 


7. We would lay the utmost stress on the necessity for a 
oeriodical review of tlie position to take stock of what has been 
achieved and to make such changes in the plan as experience and 
the course of events may necessitate. The first review should in 
no circumstances be delayed more than five years from the date 
on which the plan is initiated. 


The Needs of Rural India 

8. In these introductory observations we have tried to empha- 
size the importance of the health programme in any scheme of 
uational planning and it appears to us to be of equal importance to 
place first things first in that programmcK We have taken the 
countryside as the focal point of our main recommendations for it 
is the tiller of the soil on whom the economic structure of the 
country eventually rests. It Is his patient toil that year in, yew 
out, gives the nation its food, such as it is, and the county s mam 
manufacturing industries their raw material. It is 
earnings that the larger provinces drew nearly a third of their total. 
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revenues before the war. It is on the produce of his husbandry 
that the country’s balance of foreign trade largely depends. When 
pestilence and famine sweep through the land it is he who pays the 
heaviest toll, while it is only the outermost fringe of such public 
services and amenities as the country enjoys that occasionally comes 
within the orbit of his daily life. 

We need no further justification for making liim the chief bene- 
ficiary under our proposals and if, in the initial stages, our recom- 
mendations appear to involve disproportionately heavy expenditure 
on teaching, trainine^ and ancillary institutions which, perforce, must 
be located in urban areas, it must bo remembered that it is only 
when these are functioning effectively that we can hope to provide 
the means of doing a tardy measure of justice to the medical needs 
of the rural areas, where almost 90 per cent, of the population of 
the country lives and works and of repaying the cultivator a debt, 
which has long been overdue. 

Tlie essential aim of our proposals is to ensure the health of the 
masses of the people through the effective working of the centres 
we are recommending for rural areas. 

Our Plan Subject to Local Modification 

9. have no intention of attempting to draw up any rigid or 
unalterable blue-print for automatic adoption by the Provincial 
Governments in the country. We are merely suggesting a minimum 
target and ways and means of attaining it without ‘unnecessary 
delay. We realise that local conditions, needs and circumstances 
may call for certain modifications in our suggestions. These, we 
venture to hope, will be possible within the broad outlines and the 
essential frame-work of our general plan. 

Success Dependent on Co-operation of the People 

10. On one point, liowever, we desire to lay special emphasis. 
In our view, we shall be building ou unstable foundations if we hope 
to secure any rapid or lasting improvement in health conditions 
without arousing the living interest and enlisting the practical co- 
operation of the people themselves. Unless they realise tlie Ixaiefits 
of the measures proposed and are prepared with vigour and persi^^t- 
cnce to help in giving them practical and effective shape, success 
must remain an elusive dream. While purely oflicial effort may by 
itself not prove entirely sterile, it cannot possably yi(dd tlio results 
wliich wc may reasonably hope to attain with the active, enthu- 
t^iastic and enduring support of the people them.selves. 
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MODERN TRENDS IN THE ORGANISATION OF A NATIONAL. 
HEALTH SERVICE 

Aims of a Progressive Health Service 

1. A study of the tendencies apparent in some of the more pro- 
gressive countries of the world in the development of organised health 
services for the community has been of great assistance to us in our 
consideration of the problems which lie before us, and a brief review 
of the general lines of development in such countries wiU, we believe, 
prove a helpful introduction to our recommendations. The modem 
trend in the provision of an or-janised health service for the community 
seems to be in the direction of ensuring that such a service satisfies 
the following requirements: — 

(i) that the service should be available to all citizens, irrespec- 

tive of their ability to pay for it and 

(ii) that it should be a complete medical service, domiciliary 

and institutional, in which all the facilities required for 
the treatment and prevention of disease as well as for 
the promotion of positive health are provided. Thua 
there should be provision for every patient, if his con- 
dition requires it, to secure the consultant, laboratory 
and other special services which may be necessary for 
diagnosis and treatment- There should also be provi- 
sion for the periodical medical examination of every 
person, sick or healthy, so as to ensure that his phy- 
sical condition is appraised from time to time and that 
suitable advice and medical aid, wherever necessary, 
are given in order to enable him to maintain his health 
at the highest possible level. 

Preventive and Curative E^alth Servicea 

2. The health services may broadly be divided into (i) those which 
may collectively be termed public health activities and (ii) those 
which are concerned with the diagnosis and treatment of disease in 
general. As regards the former, which are directed towards the 
creation of conditions favourable to healthful living and which 
embrace many fields in which State action is essential for the pro- 
vision of the required facilities and the enforcement of legal mea- 
sures, the responsibility in all countries rests on the public authority. 
Public health activity, in the early stages, was confined mainly to 
environmental hygiene but it began to embrace, later, various forms 
of personal services particularly in relation to mothers and children, 
the school-going population and to patients suffering from infectious 
diseases, such as tuberculosis and venereal diseases. These deve- 
lopments brought in their train the need for providing adequate 
facilities for the diagnosis and treatment of disease in relation to 
these* sections of the population as an essential part of the piibli^^ 
health programme. 

Turning to (ii), viz., organised medical services for the diagnosis 
and treatment of disca.se, the practice varies considerably. There 
exist varying combinations of State and private medical services for 
the people. For instance, it is understood that most of the hospitals 
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in Denmark are maintained by public authorities, while m Canada 
there exists a system of public doctors maintained by municipaliticb 
on the basis of a salary or a schedule of fees paid to them by these 
local authorities* Side by side with the facilities for medical relief 
for the conamunity provided by the State, relief is also available 
through private practitioners, medical institutions maintained by 
voluntary societies and through health insurance schemes on a 
voluntary or State-aided basis covering limited sections of the 
population. Even w^here the bulk of the medical service for the 
community is given by private practitioners, the need for consultant 
and laboratory services has been recognised and the development ot 
voluntary “group” practice by doctors or the provision of such 
facilities by insurance or other organisations providing medical 
services has become a noticeable feature. 

The ferment of ideas arising out of the World War has resulted 
in an increasing awareness, on the part of Governments and peoples, 
of the need for measures whicli will ensure social security, and 
health protection is becoming recognised as an essential part of 
social security. The idea that, the State should assume full respon- 
sibility for all measures, curative and preventive, which are neces- 
sary for safeguarding the health of the nation, is developing as a 
logical sequence. 

Social Medicine 

3. In interpreting health and disease man must be considered 
in relation to his social and physical environment. The study of 
disease as a community problem demands that the approach should 
l)(‘ on a wide basis so as to include social and economic factors 
^uch as? housing, nutrition, poverty and ignorance of the hygienic 
Tuode of life. The causative organism of tuberculosis, for instance, 
is widely spread in highly industrialised and urbanised communities 
and yet the incidence of the disease shows a remarkable variation, 
depending largely on variations in social and economic conditions. 
The remedial and ])reventive measures that are adopted in respect 
of individual patients will largely fail to achieve results, if these 
factors are not conside^red and if the necessary steps are not taken 
to neutralise their harmful effects. A recognition of these facts has 
led to the emergence of “Social Medicine”, which has widened the 
conception of disease from the narrow view of tissue changes and 
microbial and other specific causes by the inclusion of social, econo- 
mic and environmental factors which play an equally important 
part in the production of sickness. In consequence, social medicine is 
beginning to develop its own methods of study of the community 
health problem. In the words of Professor John A. Ryle, “fbe 
^cio-medical survey, that is to say, the combined social and cliniciil 
study of community health and sickness, often \yith special nutri- 
tional and economic assessments and careful sampling and controls* , 
is coming to he accepted as the correct method of approach to 
Kiich study. Side by side with such surveys controlled e^xperiments 
directed towards influencing the hfe of selected communities through 
the provision of improved health services, better nutrition, a cleaner 
environment and health education have become recognised as a 
valuable method of extending experimental practice in the laboratory 
into the field of community life. This wider outlook has brought 
into the sphere of fax-ial medicine many workers besides the doctor. 
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They include the public health nurse, the hospital social worker, the- 
nuix'itionist, the public health engineer and the statistician. 

JDavelopment ol National Medical Services in different Oountries 

.4. The latest developments in the organisation of national 
medical services in a few countries may now be briefly described. 

(a) Great Britain , — The scheme for a national health service 
outlined in the White Paper issued by His Majesty’s Gbvemmenit 
in Great Britain is intended to provide a comprehensive health service 
to all. Some idea of the degree of comprehensiveness that has been 
envisaged may be obtained from the following quotation from the 
White Paper: — 

’Tt must cover the whole field of medical advice and atten- 
tion, at home, in the consulting room, in the hospital 
or the sanatorium, or wherever else is appropriate — 
from the personal or family doctor to the specialists 
and consultants of all kinds, from the care of minor 
ailments to the care of major diseases and disabilities. 
It must include ancillary services of nursing, of mid- 
wifery and of the other things which ought to go with 
medical care. It must secure first that everyone can 
be sure of a general medical adviser to consult as and 
when the need arises, and then that everyone can get 
access — beyond the general medical adviser — to more 
specialised branches of medicine or surgery.*' 

It is stated that, under the scheme, individual members of the 
public '‘will be able to obtain medical advice and treatment of every 
kind entirely without charge except for the cost of certain appli- 
ances. They will be paying for medical care in a new way, not b^ 
private fee but partly by an insurance contribution under whatever 
insurance scheme is in operation and partly by the ordinary process 
of central and local taxation.” The respective shares of the total 
cost of the scheme which will fall on the social insurance organisa- 
tion, the taxpayer and the ratepayer are 27, 36-6 and 36’4 per cent. 

(b) The Commonwealth of Australia . — The proposals for the re- 
organisation of medical services in that country embody principles 
which are indicated in the following quotation from a recent memo- 
randum issued by the Minister of Health, which is entitled “The 
Health Policy of the Australian Government”: — 

“For the people are necessary: — 

The knowledge that they may, as their right, require from 
the Government such medical and hospital services 
as they really heed without the humiliation of prov- 
ing their financial status, or the bitterness of accept- 
ing charity. 

The knowledge that the breadwinner will not have to face 
a crippling bill for hospital and medical services if he, 
or any member of his family, suffers a prolonged 
illness. 

It is intended, although this stage has not yet been reached, 
that every person shall have the right to receive medi- 
cal advice from a doctor whenever he is ill and without 
any cost to himself. This will apply in the case of 
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every Australian citizen, including women and children, 
and will not be limited by any consideration of the 
financial status of the patient." 

As far as is known, the present position is that a scheme pro- 
posed by the National Health and Medical Research Council is 
under consideration by the Commonwealth Government which, it is 
understood, has been or is likely to be entrusted, in the near future, 
by the several State Parliaments with the control of national health 
in co-operation with the States. This scheme proposes a national 
salaried medical service based on a system of health centres through- 
out the populated area of the Commonwealth which will be divided 
into health districts. These would, as far as possible, be also 
hospital districts in order to co-ordinate the preventive and curative 
health functions. The scheme will be financed by direct taxation 
^nd the co-ordination of the services will be on a Commonwealth- 
wide basis. 

It has been stated that the scheme, whatever form it may even- 
tually take, will be introduced only after the War. 

(c) The United States of America . — Careful investigations carried 
out in America have revealed that adequate medical care is very costly 
for large sections of the population of that country and that, in many 
areas, the poorer sections of the community lack suitable medical 
facilities. There exists no State insurance scheme in the country. 

Two developments are said to be in progress for the provision of 
jan adequate medical service: — 

(1) The Federal Government proposes to assist States, 

through subsidies, to expand hospital and other forms 
of health service, particularly in those parts of the 
country where they are most needed. 

(2) A second development of great importance is the promo- 

tion of "co-operative medicine”, a form of private 
medical insurance wliich guarantees adequate service 
during times of sickiiesb through the payment of 
small premia. As a rule the doctors employed in this 
system are full-time salaried officers and specialist 
and laboratory services are also associated vrith it. 

An outstanding example of such insurance medical services is 
the health plan evolved under the inspiration of Henry Kaiser, the 
ship-builder, and the technical guidance of Dr. Sidney R. Garfield, 
in the shipbuilding area on the Pacific seaboard of the United States 
of America in California and Washington States. Through a system 
of weekly payments complete medical cover has been provided for 
the worker and all the members of his family. 

(d) Canada . — The Canadian approach towards the improvement 
of the national health is embodied in the draft Bill which empowers 
the Federal Government to give grants to Provinces in respect of 
approved health insurance schemes and public health services. The 
Bill contains three schedules, the first of which gives a lisi of the 
^antfl and the conditions governing them, the second consists of a 
draft model Health Insurance Bill for adoption by the Provinces 
•and the third lists the different types of health services that are to 
be maintained. The grants include a health insurance grant, a 
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general public health grant and special grants for work in respect of 
tuberculosis, mental diseases, venereal diseases, professional train* 
ing, public health research and crippled children. 

The draft Bill provides that no provmce can qualify itself for 
grants unless such Province has made statutory provision for utilis- 
ing both the health insurance grant and the general public health 
grant. It will thus be seen that financial aid from the Cejitre ia 
dependent on the introduction of the health insurance scheme by 
the provinces. Every adult (16 years and over/ must contribute to 
the scheme if self-supporting and, if not, the person on whom he is 
dependent must pay a specified amount. 

The Canadian Government definitely prefers a contributory social 
insurance scheme to a health service financed entirely out of publio 
funds. The Minister of Pensions and National Health gave the 
following reasons for this: — 

completely free or non-contributory system may encourage 
the pauper mentality, may lead to a delusion that the public purse 
is bottomless’'. He pointed out that it is “more consistent with 
the dignity and independence of a man that he shall be enabled to 
apply for something that he has purchased with his own funds. 
Under a contributory system, benefit becomes a right and not a 
concession". He also said that individual beneficiaries "are kept 
in touch by their contributions with the actual cost of the services 
they receive". An improvement in the health of the community 
will be reflected in a reduction of the contributions while abuse of 
the system will lead an increase in contributions. Thus a contri- 
butory system should help to secure the co-operation of all the bene- 
ficiaries in eliminating abuse as far as possible. 

(e) The Union of Soviet Socialist Republics . — The attitude of the 
Soviet Government towards the health of the people has been des- 
cribed by Professor Sigerist in the following words:— 

"Health is one of the goods of life to which man has a right; 
wherever this concept prevails the logical sequence is 
to make all measures for the protection and restora- 
tion of health accessible to all, free of charge; medi- 
cine like education is then no longer a trade, it becomes 
a public function of the State." 

This conception of health as a public function has resulted in 

the developiueiit of a co-ordinated scheme of preventive and curative 
health services, which exists in no other country, and in the recogni- 
tion of the need for providing an environment which will enable the 
bodv to remain healthy and to resist disease. For this reason the 
control of liousing, of industrial conditions, and other aspects of life, 
comes under the care of the People’s Commissariat of Public Health. 
Another fimctiori of that department is to encourage and look after 
the ccrnmnnal restaurants which, in the Soviet Union, have achieved 
sueh popnlaritv that they serve 20 million people a day".* 

The health service is entirely free to the people and places at tho 
disposal of the patient not only the services of the general^ practi- 
tioner but also of the specialist as well as laboratory facilities. 

' * *’ Health for All ” by Stark Murray. 
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Tho following ^uotstion from **S6&ltli for All” by St&rk Murrciy^ 
throws light on the structure and functions of the Kussian health 
services: — 

“The structure of the Soviet medical system follows the 
general administrative structure of the country. In 
order that planning may be complete for the w'hole 
State it is controlled on the one hand by the People’s 
Commissariat of Health, on the other hand by health 
committees and health nuclei organised in every 
factory, on every one of the large collective farms, and 
in every district. The one form of control is the 
natural outcome of the recognition that health protec- 
tion is a function of the State, the other is the logical 
outcome of the principle that tlie workers themselves, 
must take an active part in the protection of their own 
health. The system as it now stands is therefore not 
one forced on either the people of Russia or the medi- 
cal profession by a particular group or class, but has. 
had the active support and criticism of those i-iterested. 
ill the service either as the purveyors of medical treat 
moiit or as the consumers of medical care. 

•‘It will be recollected that Russia takes her present name— 
the Union of Socialist Soviet Republics — because the 
administration is divided up so that local government 
is carried out by a form of local authorities known as- 
Soviets. Under the constitution, each of these Soviets- 
appoints certain committees for certain functions and 
one of these must always be concerned with the public- 
health. Its duties, as laid down by a decree on 
January 1st, 1931, are: — 

(a) to supervise all hospitals and sanitary establishments; 

(b) to take all necessary steps in the organisation of sani- 

tary inspection and combating venereal disease; 

(c) to advance the knowledge of personal hygiene and 

develop physical culture. 

In. addition it has other duties in relation to social insurance. 

“There are altogether some seventy thousand such Soviets in 
Russia, apart from the Soviets of the larger cities which- 
function in a slightly different way, not without 
parallel in the case of an urban district council and a 
borough council in one of the large cities of this 
country. The smaller Soviets <Mro linked in districts or 
Rayons, and each of these has an Inspector of Public 
Health, a doctor, who is responsil)le for the entire 
health work of the district. A huge city such as 
Moscow, which has its own central Soviets and local 
Soviets, is also divided into districts eomparabic to tho 
boroughs of London, and each of these also has its own 
health department and its own Inspector of Publie 
Health. In the very largest tlistricls further sub- 
divisions may be made, for it i.^ the aiiii of the systom 
to use units which can reflect the needs of the indivi- 
dual citizen. 
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“The districts or Rayons are further centralised in larger 
units which we may call regions, and these are in turn 
under the central administration of each of the Republics 
through a Commissariat of Public Health. This Com- 
missariat directs and controls the whole of the health 
work of the Republic, and is con^jcriied therefore with 
the prevention, diagnosis and cure of disease. In addi- 
tion it controls medical education, medical research, 
and any industries connected with, medicine. It should 
also be noted that while the local heal ill departments 
arc responsible to the general executive committee in 
administrative and financial matters, their responsibility 
in regard to medical and sanitary problems lies entirely 
with the Commissariat of Public Health: there is, 
therefore, no interference with purely medical ques- 
tions by organisations or authorities not directly con- 
nected with the medical profession. As a further safe- 
guard it is laid down that the Commissar of Public 
Health must be medically qualified.** 

(f) New Zealand . — In New Zealand there is a Social 
^Security Act which provides, among other things, a free and complete 
medical service to the whole population. The service was designed 
to operate like the panel system in Great Britain, the doctors working 
in their individual capacity and payment being made to them on a 
•capitation basis. Well-to-do individuals are not compelled to accept 
free treatment, but they are entitled instead to a cash payment, 
which can be utilized by them towards defraying the cost of the 
treatment or hospital care when obtained from a private physician 
•or hospital. 

It is understood that the medical profession, as represented by 
the British Medical Association in New Zealand, refused to operate 
the scheme and that the Government, therefore, had to agree that, 
when a doctor refused direct payment from the State, patients 
-could continue to pay the doctor as before and recover such pay- 
ments from the State. 

Summary of Modern Trends 

6. To sum up, the modern trend is towards the provision by the 
State of as complete a health service as possible and the inclusion, 
within its scope, of the largest possible proportion of the community. 
The need for ensuring the distribution of medical benefits to all, 
irrespective of their ability to pay, has also received recognition. 
Provision of medical relief for the community has developed, in the 
past, on a contractual basis between the doctor and his patient. The 
latter has had the right of choosing his own doctor and in countries, 
where the family physician system has been in existence, the know- 
ledge of the doctor in respect of individual members of the family 
and the regard and esteem of the latter towards the doctor have been 
of advantage to both parties. Further, individualism in medical 
practice has promoted wide opportunities for those practitioners who 
are successful in their professional career, and has provided the 
incentive for ambitious and capable men to make the most of their 
talents. To them a change-over from independent medical practice 
to a salaried State service is naturally repugnant. Apart from these, 
there are certain sections of the medical profession which view with 
.genuine apprehension the results of making over the function of 
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providing medical protecticm for the community entirely to the State. 
They fear that political influence or considerations of seniority or 
administrative ability may play an undue part in influencing promo» 

tion. They also fear that the security of tenure and graded scales 
(d’ salary that a State service will provide, might discourage Initiative 
and the pursuit of efficiency. There is, in addition, the feeling that 
the free choice of a doctor by the patient and the intimate relation- 
ship, which the family doctor system has helped to develop in the 
past, might also be disturbed. We do not feel called upon to pursue 
controversies in regard to this question because, as we shall show later,, 
our conditions are such aSi to leave no option in the matter. We are 
satisfied that our requirements can only be met satisfactorily by the* 
development and maintenance of a State health service. 

The Application of these Trends to India 

0. ^ye may now ask ourselves the question how far these modern’ 
trends in other countries are applicable to India. While inadequacy 
of trained personnel and of funds may set limits to the rate of pro- 
gress in the expansion of the health services in the country as a 
whole, the enunciation of certain definite principles on which such 
expansion should be based is of great importance. The following^ 
questions seem, at the outset, to require an answer: — 

(1) Whether the service should be free or paid for by the 

recipient: if the latter, whether it should be a graded 
scale of payment so as to suit the level of the patient's 
income; and whether such payment should be made on 
each occasion when service is rendered or through 
some form of sickness insurance; 

(2) Whether our scheme should be based on a full-time 

salaried service of doctors or on private practitioners 
resident in each local area or settled there on a subsidy 
basis: 

(3) Whether, in either case, some measure of choice can be 

given to the patient as regards his doctor. 

(1) Whether the medical service should be free or whether it 
should be paid for , — The general tendency appears to be towards 
basing the national health plan on a system of social insurance. 
One reason for this may be found in the view expressed by the 
Australian Minister of Health that the people should be spared the 
humiliation and bitterness of accepting charity. The same view has 
been taken by the Canadian Government which has based its health 
programme on a compulsory system of social insurance. In Great 
Britain the proposed national health service will be financed “partly 
by an insurance contribution, under whatever insurance scheme is in 
operation, and partly by the ordinary process of central and local 
taxation." In the United States of America, no national scheme for 
the promotion of health is, at present, in operation. A system of 
“co-operative medicine" which guarantees adequate medical service 
to the employees during times of sickness through the prepayment 
of small amounts is becoming a growing feature of industrial life. 
But this system depends largely upon the private employer and is 
not a State enterprise. Even in Soviet Russia, where medical care 
is free to all, the cost of the services is partly met from insurance 
funds. Contributions towards these funds are, however, not made^ 
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|by the individual workers but by the factories and other institutions 
jin which thej* work. 

In India it is recognised that th^re are difficulties in the way of 
introducijig, at present, a scheme of health insurance either by itself 
►or as part of a universal social insurance scbeiue. We feel that a 
very large section of the people are living below the normal sub- 
sistence level ancl^ cannot ulTord as yet even the small contribution 
that an insurance scheme will require. We therefore consider that 
medical benefits will have, in any case, to be supplied free to this 
•section of the population until at least its economic condition is 
materially improved. We are averse to drawing any liue of distinc- 
tion, between sections of the community which are and are not in a 
position to pay for such benefits. The applloatio]! of h “means test*’ 
for this purpose is unsatisfactory and may often involve inquisitorial 
enquiries. Such enquiries place an unpleasant duty on the officer 
making them and may g|vft rise to resentment and a sensp of 
grievance. We consider, therefore, that for the present medical 
service should be free to all without distinction and that the contri- 
bution from those who can afford to pay should be through the 
channel of general and local taxation. 

It will be for the Governments of the future to decide ultimately 
whether medical service should remain free to all classes of the 

people or whether an insurance scheme would be more in aetioidance 
with the economic, social and political requirem 3 nts of the country 
• at the time. 

We should like to record the following general rec<unniendations 
regarding the provision of health service to the community hi the 
inear future: — 

(i) that public funds should, as far as they are available, be 

devoted to the development of the health service, 
which we have recommended, for the commnnity in 
general and for certain particular sections of it," ejj., 
women and children and should not be spent on the 
provision of special facilities for other sections of the 
population. 

(ii) that the money for such special facilities, if they are to be 

developed, should be provided by the communities or 
groups which will he benefited by these services and 

(iii) that the general health service shoul'd minister to the 

needs of the people without charge to the individual. 

These recommendations are subject to the explanation which we 
'have given on pa-e 126 in the chapter dealing with industrial health. 

(2) A salaried service as against a service of private practi- 
tioners , — One of the fundamental requirements in developing an 
adequate health senuce for India ir the provision of the requisite 
health personnel to cater to the needs of the large rural population 
in the. country. This is a question which has presented very consi- 
derable difficulty in the past. The absence of certain amenities niui 
services in the countryside has proved a deterrent to medical piiicli- 
tioners leaving the attraction of cities and towns and migratinir tn 
the villages. Various attempts have been made to solve the 
problem. One method, which has been tried in more than one pro- 
vince, has been the settling of medical practitioners in rural areas 
:.nnd giving them a subsidy which will enable them to start practice. 
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This subsidy was intended to be supplemented by private practice 
among the richer sections of the comaiuiuty. We nave had consi- 
derable evidence to show that this method has been iar from being 
an unqualified success, partly because in many villagco the income 
derived from private practice is too small to support the doctor in 
reasonable coi^ort. The result has been that, in many cases, the 
better type of such subsidised doctors has tended to graviiai^^ back 
to the towns. In areas where there are greater opportunities for 
private practice, the more prosperous sections of /.the comaiunity 
have, we were told, generally received greater attention than the 
poor. We have, therefore, come to the conclusion that the most 
satisfactory method of solving this problem would he to provide a 
whole-time salaried service which will enable (jovcvnnientb to ensure 
that doctors will be made available where their services are needed. 
The evidence tenderea before tiie CGiiniiittee by a iu;inh«3r of repre- 
sentatives of medical associations, by private individuals and by 
several responsible medical administralors lends strong support to 
this proposal. 

(a) Prohibition of private practice by whole-time salaried doctors,r— 
'I'he next question is whether these whole-time salaried doctors 
should be permitted private practice or not. Our view is that, at 
the periphery, the same doctor should combine curative and preven- ' 
tive functions and that the training of the future doctor should be 
n)odifi6d so as to enable him to carry out tlicse composite duties. 
In so far as preventive health work is concerned, the practice every- 
where is to give the medical officer responsible for it adequate emo- 
luments and to prohibit private practice. As regards medical relief 
the practice has so far been to permit private practice, but the desir- 
ability of doing so in the future requires serious consideration. There 
was a general agreement, among those whom we interviewed, that 
prohibition of private practice was essential in order to ensure that 
the poor man in the rural areas received equal aittuition with his 
richer neighbour. Many of the smaller towns do not differ mate- 
rially from rural areas and the remarks in the preceding paragraphs 
apply equally to them. 

Further, the fact that curative and preventive functions will, 
under our proposals, be combined in the same individual also seems 
to require the prohibition of private practice. Otherwise it is 
almost certain that a doctor’s preventive duties will not receive the 
altenrion which is essential. 

(b) Part-time medical men.— in some of the larger district head- 
quarter towns and particularly in the cities, the number of general 
practitioners with high qualifications and of specialists has been 
Rowing during recent years. The possibility of utilising their part- 
lime services to supplement the health organisation ii. these urban 
areas may with advantage be considered, particularly in the transi- 
bon period before the programme of professional training recom- 
niended by ns provides the country with an adeqnaie number of 
drained men iiiij women for the difTereiu hranebes of tlie health 
service. 

Even in our long term proposals outlined in the next chapter we 
have suggested the inclusion of a certain number of ])art-time 
i^icdical officers to be employed in the hospitals at the headquarters 
of secondary units and of districts. We have suggested that their 
proportion to the total strength of medical officers at the two types 
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of hospitals might be about 25 per cent. The reason lor the inclu- 
sion of part-time workers in these hospitals will be explained in 
next chapter. 

(c) Employment of doctors on an honorary basis.— The ques- 
tion of the employment of doctors on an honorary basis klatk 
requires careful consideration. As regards the long-tenn pro^amme, 
our proposals for an expanding health organisation will probably 
lead to the absorption into the public service of the large majority 
of existing doctors as well as of those who will be trained 
in the future. Further, if these services prove efficient and satis- 
factory for meeting the needs of the people, it may be expected that, 
the scope of activity for practitioners who, by choice, reni^in outside 
the State health services, will become limited to a section of the 
community consisting almost entirely of its wealthier members- 
Those who cater to the medical needs of this section will probably 
be few in number. They are, however, likely to be of a high 
standard of professional skill and academic attainments and it ie 
possible that it may be found advantageous to make use of their 
services in an honorary capacity. 

During the first ten years the need for medical men will undoubt- 
edly be great and there seems, therefore, every reason for utilising 
the services of those who are prepared to work on an honorary basis. 
At the same time, the employment of professional m«m in a paid 
part-time capacity is normally to be preferred to honorary Bervice- 
The State would, in this case, acquire greater powers of supervision 
and control over a worker than if he gave his services free of charge- 

(d) A salaried State health service no serious impediment to pri- 
vate practitioners. — We consider that any apprehension that private 
practitioners will be seriously affected to tlieir detriment by our pro- 
posals for a State health service is unfounded. In the first place, 
the need for doctors to man the services we contemplate will be so 
great that we believe that all existing private practitioners, who 
desire to enter these services, will be able to do so if they fulfil the 
requirements that may be laid down. We feel that age should not, 
of itself, be a bar to such entry provided the applicant is fully quali- 
fied otherwise to fulfil the duties to be assi^ed to him. Those who 
prefer to remain in private practice will, we believe, not find their 
opportunities seriously circumscribed. It will be long ^before the 
entire population can be served by our proposed health services and 
our plan also provides for the utilisation of private practitioners in a 
part-time and honorary capacity. 

(3) Freedom of choice of a doctor . — Suen freedom will only be 
restricted by practical considerations. We contemplate that it will 
be open to any patient to obtain treatment free at any State insti- 
tution in the country. This will afford a wide choice of doctors 
though we realise that in practice it may not be possible for on indi- 
vidual patient to go for treatment far from his home. In the later 
stages of our plan when a larger number of institutions will be 
opened, the choice available to the residents in a pai;ticular locality 
will naturally be widened. 
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CHAPTER lU 

HEALTH SERVICES FOR THE PEOPLE 
The Long-Term Programme 

A Well Developed Health Service 

1. In formulating plans for a national health service it is desirable 
.to keep in view the objectives that are to be- achieved. These include 
^e following: — 

(1) the services should make adequate provision for the medical 
care of the individual in the curative and preventive 
lields and for the active promotion of positive health; 

(2j these services should be placed as close to the people as 
possible, in order to ensure their maximum use by the 
community which they are meant to serve ; 

(13) the health organisation should provide for the widest 
possible basis of co-operation between the health per- 
sonnel and the people; 

(4) in order to promote the development of the health pro- 

gramme on sound lines the support of the medical and' 
ancillary professions, such as those of dentists, phar- 
macists and nurses, is essential; provision should, there- 
fore, be made for enabling the representatives of these 
professions to influence the health policy of the country; 

(5) in view of the complexity of modern medical practice, from 

the standpoint of diagnosis and treatment, consultant, 
laboratory and institutional facilities of a varied character, 
which together constitute “group” practice, should be 
made available; 

(Oj special provision will be required for certain sections of 
the population, e.g., mothers, children, the mentally 
deficient etc.; 

(7; no individual should fail to secure adequate medical care, 
curative and preventive, because of inability to pay for 
it and 

(8) the creation and maintenance of as healthy an environment 
as possible in the homes of the people as well as in all 
places where they congregate for work, amusement or 
recreation, are essential. 

2. It may not be out of place to offer here a few remarks on some 
of the requirements of a national health service which have been 
enumerated above. The old adage that prevention is better than cure 
bas acquired added significance as the result of the great achieve- 
nients of modern pioventive medicine, which has reduced in many 
directions unnecessary suffering and mortality and has helped to 
lengthen life. A sequel to this preventive campaign, which was at 
^rst directed mainly towards the control of infectious diseases and has 
later included, within its scope, other causes of mortality such as 
cancer and diseases of the circulatory system, has been the recognition 

the need for promoting measures designed not only to prevent 
disease but also to develop a sense of well-being in the individual and 
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bis oapaoitj to enjoy work and life to the fullest possible extent. 
Adequate nujtrition, physical culture, recreational facilities, particu- 
larly those promoting co-operative effort and the team spirit, and 
health education directed to the inculcation of the principles of 
hygienic living have, therefore, become recognised as integral parts 
of a modem health campaign. 

8. Preventive and cmative health work must be dovetailed into 
each other if the maximum results are to be obtained and it seems 
desirable, therefore, that our scheme should provide for combining 
the two functions in the same doctor in the primary units, rurcd 
and urban, where the health organisation will be in close touch 
with the population. 

4. The closer the health service can be brought into contact with 
the people whom it serves the fuller will be the benefit it can confer 
on the community. The scheme must therefore provide for the 
creation of a large number of units, each including within itself only 
such proportion of the population as can be catered for adequately by 
the health staff that will be employed. These units will naturally be 
able to offer service of only a limited nature. They must, therefore, 
be supported by a series of appropriate organisations in an ascending 
scale of technical efficiency in order to secure for the people all the 
benefits of modem health practice. 

5. The need for the fullest co-operation between the health per- 
sonnel and the people whom they serve requires special emphasis. 
Such co-operation is essential in order that the health campaign may 
produce its full effect on the individual and on the community. The 
patient possesses, as a living being, an organic unity based on 
established habits and these determine largely the extent to which 
he responds to the medical care bestowed on him. The eradication 
of undesirable habits can follow only through his co-operation. As 
regards the community many problems of environmental hygiene, the 
solution of which is fundamental to the prevention of disease, can 
be solved only with the help of the people. It is therefore con- 
sidered that the ideal to be aimed at in the development of the com- 
munity’s health organisation is its evolution as a joint effort in which 
the leaders of thought in the medical world and among the people 
fully participate. The physician of tomorrow, who will naturally be 
concerned with the promotion of the new era of social medicine, has 
been well described by Professor Henry E. Sigerist in the following 
words: — 

** Scientist and social worker, ready to co-operate in teamwork, 
in close touch with the people he disinterestedly serves, 
a friend and leader he directs all his efforts towards the 
prevention of disease and becomes a therapist where 
prevention has broken down, the social physician protect- 
ing the people and guiding them to a healthier and 
happier life.*' 

6. A health organisation enriched by the spirit of such a medical 
profession will naturally work towards the promotion of the closest co- 
operation with the people. It will recognise that an informed public 
opinion is the only foundation on which the superstructure of national 
health can safely be built. The people, in their turn, will hasten the 
pace of progress by demanding increasingly higher standards of 
sorvico, l)y requiring the authorities to devote to the development of 
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the health programme all the money that can be made available 
and by promoting, through their active co-operation in the health 
programme, the attainment o£ a progressively higher standard 
of individual and community health. 

It} is also necessary that the structure of the health organisation 
should be such as to enable the people to influence, through their re- 
presentatives, the health policy of the country at the three levels of 
Central, Provincial and Local- Body Administration. Machinery will 
also be required for associating the medical and ancillary professions 
with the progressive development of the health programme. 

Central, Provincial and Local Area Health Organisations 

7. Our proposals deal with the structure and functions of the health 
organisations that are to be associated with the Central and Provin- 
cial Governments and with local authorities in the districts as well 
as with the inter-relationships of these different types of health 
administrations. The implementation of these proposals presents 
two major difficulties, namely, inadequacy of trained health personnel 
and lack of funds. The process of expansion will, therefore, be 
necessarily slow, particularly in respect of the district organisations, 
which will require the largest share of the money and staff involved 
in the development of the scheme. At the same time the directional 
organisations associated with the Central and Provincial Govern- 
ments, which will be concerned with the execution of the develop- 
ment programme, will have to be provided at a much earlier stage 
in order to furnish the machinery necessary to initiate action. 

8. In view of what has been stated above we feel that, in setting 
forth our proposals, it will make for clarity if the major objectives 
of a fully developed programme to be attained in thirty of forty 
years and the smaller scheme for implementation within the first ten 
years are dealt with separately. The organisations at the head- 
quarters of the Central and Provincial Governments form integral 
parts of the long and short-term schemes. A description of these 
organisations is therefore necessary to complete the picture in each 
case. Nevertlieless, a full consideration of the proposals for these 
Central and Proviuoial headquarter organisations will have to include, 
witliin iis scope, various matters relating to the formulation and 
administration of health policy and the mass of details that may be 
brought into the discussion is more likely to blur the picture than 
to add to its clearness. It is therefore proposed that, in 
tbo succeeding paragraphs of this chapter, the long-term 
I'iogramme should be set out with only, such a brief reference 
to the organisations at the headquarters of the Central and Provincial 
Covernments as may bo necessary to ensure that the scheme can be 
perceived as an integrated whole. In the next chapter (Chapter IV) 
^ill be discussed the short-term programme, which will provide a 
ttiore attenuated form of health organisation for limited areas and 
^'ill, at the same time, constitute an arduous stage of preparation 
for the development of the fuller type of health organisation proposed 
foi the succeeding stages of the scheme. Chapter XVII will be 
devoted to a detailed discussion of the health organisation, as a 
^bole, which will bring under review the principles underlying our 
proposals and the inter-relationships between the Central, Provincial 

Local area health administrations. 

9. We consider it fundamental that the development? of the future 
health programme should be entrusted to Ministries of Health at thet^ 
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Centre and in the Provinces, which will be responsible to the people 
and sensitive to public opinion. The need for developing the pro- 
gramme in the closest possible co-operation with the people has 
already been stressed. Both in respect of legislation and of adminis- 
tration it is likely that some of the measures to be undertaken may 
offend existing social and religious practices, while others may involve 
control over the day to day Ufe of the citizen. We therefore feel that 
it is only a Minister, enjoying the confidence of the people, who can 
carry such enactments through the legislature and ensure their prac- 
tical application in the country. 

10. The Portfolio of Health at ' the Centre and m the Provinces 
should be in charge of a separate Minister. At present various other 
subjects, such as educatioii or local self-government, are part of the 
functions of the Ministers in charge of Health. The task of developing 
the health programme is of such magnitude that a separate Minister 
for this subject alone appears essential. 

11. We have given careful consideration to the question of the 
existing distribution of health functions between the Centre and the 
Provinces and to the large measure of autonomy that has been 
granted to the latter under the Government of India Act of 1936. 
For reasons which will be fully discussed in Chapter XVII, we have 
come to the conclusion that certain principles should be taken into 
consideration in formulating plans for future development. These 
are : — 

(Jj It is desirable that the wide measure of autonomy, that has 
been granted to the Provinces, should be respected to 
the largest possible extent. At the same time our 
proposals for the future will involve considerable changes 
in existing health administration and professional educa- 
tion and we therefore feel that, in carrying out these 
recommendations, the closest possible co-operation 
between the Centre and the Provinces will be essential. 
In order to minimise the possibility of friction, to pro- 
mote mutual consultation and secure co-ordination be- 
tween the C'entre and the Provinces in the formulation 
of health policy and its implementation, there should be 
established ar Central Statutory Board of Health consist- 
ing of representatives of the Central and Provincial 
Governments. We also assume that the Centre will 
continue to be in a position to assist the Provinces with 
grants-in-aid and advice in the development of their 
health programmes. One of the important functions of 
this Board should be to make recommendations to the 
Central Government regarding the distribution of grants- 
in-aid. 

In our view the co-operation that may be expected to develop, 
as the result of these proposals, between the • Central 
and Provincial Governments, should help to establish 
a firmer foundation for the harmonious development of 
the health programme over the country as a whole than 
any resumption of povrers by the Centre. It is recognis- 
ed that there will be certain exceptional circumstances 
in which the Central Government should have power to 
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intervene in Provincial administration in the interests oi 
the remaining. parts of the country. This question liab 
been dealt with more fully in Chapter XVII. It is, 
however, to be expected that the machinery for con- 
sultation and co-operation, which has been suggested 
above, will help to reduce these occasions to the 
minimum. 

(2) .The Ministry of Health, Central or Provincial, should be 
the ultimate authority responsible for all the health 
services operating within its jurisdiction, should lay 
down minimum standards of health administration for 
those services which are within the immediate control 
of other departments {e.g., railways, prisons, education, 
labour, etc.) and should endeavour to see them enforced. 

(d) There should be the closest possible co-operation between 
the Ministry oi Health and other departments in order 
to promote the pooling of all the available faciliticis, 
curative and preventive, in the interests of elBciency 
and of economy. 

(4) it is essential that the Ministries of Health, Central and ' 
Provincial, should have the advice and guidance of 
technical experts in the planning and maintenance oi 
their health services. As has been pointed out in the 
White Paper recently issued by the Ministry of Health 
in England embodying proposals for a national health 
service, “the provision of a health service involves 
technical issues of the highest importance and in its 
administration, both centrally and locally, .there is room 
for special devices to secure that the guidance, of the 
expert is available and does not go unheeded." We 
recognise fully the need for such technical guidance and 
have therefore incorporated in our proposals (Chapter 
XVII) a recommendation for the creation of standing 
councils of experts at the three levels of Central, Pro- 
vincial and Local area administrations. These Councils 
will consist of representatives of the medical, dental, 
nursing and other professions from which the health 
services will be recruited. 

(6) At the Centre and in the Provinces there should be a single 
administrative officer for the curative and preventive 
departments of health who will be the principal technical 
adviser to the Minist-er concerned. The designation of 
the officer at the Centre may be Director General of 
Health Services and that of the corresponding person in 
the Province the Director of Health Services. The.s^ 
officers will be assisted by a suitable number of Deputy 
and Assistant Directors General or Directors as the 
case may be, who will be in charge of different functions, 
for the details of which reference is invited to 
Appendices A and B attached to this Chapter. 

(6) In our view the administrative district forms a convenient 
basis for organising local health administration. Health 
activities are closely related to other forms of ardminis- 
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tration and it is therefore essential that they should func- 
tion in close association. This is jparticularly desirable 
because we consider that no reascmahly rapid advance 
in the public health of a country can be achieved with- 
out a simultaneous advance in other fields of activity 
such as education, agriculture and animal husbandry, 
industry, irrigation and communications. The district 
health organisation will be under the control of an 
officer responsible for both curative and preventive 
health functions in the area. In order to afford local 
public opinion the fullest opportunity for infiuencing 
the health policy the creation of a District Health 
Board consisting of representatives of the urban and 
rural health authorities in the district and the District 
Collector as members is suggested, while a District 
Health Council consisting of experts will provide the 
technical advice and guidance that the Board may 
require in the promotion of its health programme. 

With this brief description of the proposed controlling organisations 
at the Centre, in the Provinces and in Districts, we may now turn 
to the presentation of the detailed plan which we have in mind. 

The District Health Organisation « 

12. Two requirements of the district health scheme are that, the 
peripheral units of the organisation should be brought as close to the 
people as possible and that the service rendered should be sufGiciently 
comprehensive to satisfy modem standards of health administration. 
It is recognised that districts vary from province to province and 
within individual provinces, to such an extent in respect of popula- 
tion and area as to make any standards we may suggest only a pattern 
on which Provincial Governments can base their own organisations to 
suit locAl conditions. The recommendations set forth in the follow- 
ing paragraphs should be considered in the light of these remarks. 

13. The district health scheme will consist of three types of 
organisation in an ascending scale of efficiency from the point of view 
of staffing and equipment. At the periphery will be the primary unit, 
the smallest of these three types. A certain number of these primary 
units will be brought under a secondary unit, which will perform the 
dual function of providing a more efficient type of health service at 
its headquarters and of supervising the work of these primary units. 
The headquarters of the district will be provided with an organisation 
which will include, within its scope, all the facilities that are neces- 
sary for modern medical practice as well as the supervisory staff who 
will be responsible for the health administration of the district in its 
various specialised types of service. 

14. A district in British India is divided, for administrative pur- 
poses, into a number of subdivisions and-each of the latter is further 
divided into smaller units which are known as ‘thanas’ in north- 
eastern India, as ‘tehsils' in the remaining provinces of northern 
Inflia and in the Central Provinces and Berar and as ‘taluks' in the 
provinces of Madras, Bombay and Sind. A taluk or a fehsil is larger 
than a fhana, the average population of which varies in the three pro- 
vinces of Bengal, Assam and Bihar from about 78,000 to 

The average area of a thana jranges from about 127 to 420 square 
miles [see nppenflix (1)]. In order to ensure that adequate health 
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service is given to the people, there should be much smaller units of 
health administration. In fixing the standard for such a unit the 
population to be included and the area to be covered should both be 
taken into account. The extent to which communications have been 
developed in the area concerned will also have a bearing on the ques- 
tion. But we have assumed that, as the result of a simultaneous 
advi^nce of the development programme in respect of communications, 
the large differences in this respect that now exist between various 
parts of the country will have been removed to a considerable extent 
by the time the long-term programme under discussion is reached. 
It is recommended that the population covered by each primary unit 
should be in the neighbourhood of ten to twenty thousand. A wide 
range of population has been suggested because of the varying con- 
centration of population in the different provinces. In Bengal with 
its high density per square mile, a population of 20,000 covers on an 
average 26*6 square miles. On the other hand, in Sind the much 
smaller figure of 10,000 is distributed, on an average, over 
106*1 square miles. Even within individual provinces the variations 
in densitv are considerable so that it seems likely that different 
standards will have to be adopted for primary units in different parte 
of the same province- Provincial Governments alone seem to be com- 
petent, m the light of local circumstances, to determine what .che 
size of the unit should be. A population of 10,000 to 20,000 is sug- 
gested as probably being suitable over most parts of the country. 

15. The area covered by each subdivision should be divided into 
primary units on the lines suggested above, with a secondary unit at 
the subdivisions! headquarters. As has already been suggested, the 
organisation at the headquarters of the district will supervise, co- 
ordinate and regulate the health activities throughout the district. 

The Three Million Flan 

16. The wide variations that exist, between provinces and within 
provinces, in the area and population of individual districts have 
necessitated, in the presentation of our scheme, the drawing up of a 
plan which is based on an arbitrarily chosen unit of population. A 
figure of three millions has been taken to represent a district aod, 
in the description that follows and in the report generally, the plan 
will thertfore be referred to as the three-million scheme. In carrying 
out these proposals the details which have been given regarding Ihe 
strength of personnel and cost will have to be modified in the pro- 
vinces so as to suit the size and population of their individual districts. 
The need for adopting the administrative district as the area foi the 
application of the scheme has already been stressed. This recom- 
mendation should not, however, preclude Provincial Governments 
from choosing a larger administrative unit than a district if sucti a 
nnit is considered more suitable in certain provinces. We are off-'ring 
the three-million plan only as a guide to Provincial Governments for 
working out their own schemes. 

17. A three-million district in an area of fairly high density such 
fts Bengal will consist of 150 primary units, each having, on an 
average, a population of 20,000. About 30 of these primar^r units can 
suitably be included in a secondary unit so that the district will have 

such units. The strength of staff and hospital accommodation 
that are recommended for each of the three types of units are shown 




€HAPT£;H 111 


below in tabular form. For further details reference may be made to 
AjJpendix 2. 

The Long-Term Programme 
Personnel 



ControlUng 

medical 

officers 

Other 

medical 

officers 

i 

Non- 

medical 

staff 

Hospital 

Primary unit . 

1 

5 

78 

75 beds,. 

Secondary unit headquar- 
ters 

1 

139 

358 

650 „ 

District headquarters 

1 

268 - 

1,398 

2,500 „ 


The Primary Unit 


18. 1ji our view preventive and curative health work should be* 
dovetailed into each other in order to produce the maximum results. 
It is with this idea that the organisation for the primary unit has Deen. 
devised. As will be seen from Appendix 2 each unit will have six 
medical oflBcers, six public health nurses and a 75-bed hospital and 
all these can be utilised for organising a combined curative and pre- 
ventive health service in the area. Each primary unit is only a link 
in the chain of the community's health services. The provision of 
a number of ambulance units in the area controlled by a secondary 
unit will be necessary in order to facilitate the rapid removal of 
cases requiring urgent treatment either from places within the area 
of each primary unit to its own liospital or from primary unit hospitals- 
to the larger institution at the headquarters of the secondary unit. 
Telephonic connection between the headquarters and individual 
primary units is also desirable in order to promote promptness and 
efficiency in the administration of medical aid. Of the six doctors- 
one will be the controlling officer who, in addition to his duties of 
supervision over the whole staff in the area, will also be the adminis- 
trative head of the hospital. Of the remaining five medical men at 
least three will have to work continuously in the hospital in order 
to provide medical, surgical, obstetrical and gynaecological seryice* 
respectively. 

19. There should be provision for domiciliary treatment of the* 
sick in order to supplement the facilities provided by the hospital. 
Over and above the hospital nursing staff there will be six public- 
health nurses for rural health work, these being qualified nurses with 
training in midwifery. Of these four may be put on to preventive 
work in the homes of the people. Each nurse so engaged should be 
able to deal with the health of school children, the welfare of mothers 
and children, tuberculosis work and other activities in the houses 
within her area of jurisdiction. This will Tiecessitate the provision of 
a type of nurse who has been trained in all these branches oF pre- 
ventive work. The remaining two public health nurses and two 
medical officers will be available for the organisation and carrying out 
of curative treatment in the homes of the people. Due precaution 
will, of course, have to be taken to ensure that the provision for 
domiciliary service is not abused. It is desirable that the doctors- 
employed on such seivice and in the hospital should exchange duties^ 
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at intervals. A. similar exchange of duties between those public 
health nurses who are engaged in preventive functions and those- 
engaged in the nursing of patients under the domiciliary treatment 
scheme seems to be equally desirable. 

2{). in our view at least two or possibly three of jbhe six medical- 
officers provided in each primary unit should be women. One oi 
them will be employed in the hospital on the gynaf;Culogical and 
obstetrical side. Another will be required for domiciliary duties and a 
third can with advantage be utilised to supplement the work of 
the other two in the hospital and outside. It must be remembered 
that deaths among children under ten years are about 48 per cent, of 
the total number of deaths at all ages and that maternal deaths con- 
tribute an important share to mortality in the countiy. In the 
circumstances the health programme must, for a long time to come, 
coiiceiitiate on the welfare of these sections of the population. 
Further, if the health programme is to produce maximum results, 
educatio 2 i of the growing children and of mothers in health matters- 
must become an important function of the health service. For both 
these reasons we should like to see the proportion of w^omen doctors 
in each primary unit maintained at about 50 per cent, of the total 
strength. 

21. Excluding the hospital staff the remaining members of tha 
primary ujut organisation will consist of midwives, sanitary inspec- 
tors, health assistants, a fitter mistry and some inferior servants. 
The functions to be performed by midwives and sanitary inspectors 
are sufficiently w'ell known and require no special description. On 
the other hand a few words about the health assistant seem to be 
desirable. 

22. The idea of creating a class of health worker known as ’Health 
Assistant', has been conceived by us in order to provide a type of 
personnel for assisting the medical man and for relieving him of many 
of his minor duties both on the curative as well as on the preventive 
side. Thus it wdll be seen from Chapter TV, where our short-term 
proposals are discussed, that he will assist the Rural Medical Officer 
of Health in running his dispensary and will also attend to such 
matters as purification of water supplies, the checking of vital statis- 
tics by house to house canvassing, minor anti-malaria w'orks, the 
spray killing of mosquitoes and other similar duties. During the 
transition period, the strength of medical and other personnel in a 
primary unit will be much smaller than under the long-term scheme, 
and will have to serve a larger population distributed over a wider 
area. The services of a health assistant can in these circumstances 
help to extend more widely curative and preventive health care even 
though it may be limited in scope. It may be asked whether, in the 
larger scheme under the long-term programme, there will be room 
for a man of such limited technical skill. It is true that, Avith the 
increased facilities for institutional and domiciliary medical care that 
the larger scheme will provide, there will be less need for the services 
of the health assistant. But he can and should be made to devote 
himself more fully to preventive work. His training will no doubt 
have to undergo suitable alteration. In any case the question of 
continuing this class of health worker can safely be left to the judg- 
Jnent of the Provincial authorities, when they have acquired sufficient 
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experience of the naj^ure and qualit;^ of the work performed by hcaliyb 

aeeiatants. 

The Secondary Unit 

28, The sjiaff employed at the headquarters of a secondary unit 
9^ be considerably larger than that stationed at the headquarters of 
a primary unit. The Administrative Officer in charge of the secondary 
umt will be responsible for the supervision and co-ordination of all 
curative and preventive health work in the unit. He will also have 
general supervisory control over the 650-bed hospital. The whole- 
heads of the difierent departments of medicine, surgery, mater- 
nity, tuberculosis and pathology at the hospital will perform the 
dual function of attending to the duties of their respective sections 
in the hospital and of inspecting and guiding such work in the primary 
unit hospitals. 

24. In addition to these, the secondary unit provides fur two 
senior public health nurses and two senior sanitary inspectors who 
will be responsible for supervising the work of the corresponding 
officers in the primary unit. We would like to emphasise the necessity 
for providing adequate office staff to relieve the administrative 
medical officer and his assistants of purely clerical duties. 

The District Headquarters Organisation 

25. The provision for medical relief at the district headquarters is, 
as may be expec^d, on a much larger scale than that at the secondary 
unit hospital. The number of beds in the district hospital will be 
2,500 and the numbers of medical officers and other personnel em- 
ployed will also be proportionately larger than in a secondary unit 
hospital. 

26. The secondary unit and district headquarter hospitals, with 
their better equipment and more highly qualified medical personnel, 
^dll be the institutions to which the complicated cases admitted in 
the primary unit hospitals will be removed. As has already been 
pointed out, a system of ambulances and telephone connections be- 
tween all the three types of hospitals will be required to ensure that 
these institutions are utilised to the fullest possible extent. 

27. The health administration of the district will be carried out 
by the Officer-in-Charge of the District Health Services and by a 
number of deputies under him who will be responsible for medical 
relief, public health, environmental hygiene and maternity and child 
welfare work respectively. A fifth deputy may possibly be found use- 
ful for controlling nursing administration. The heads of the different 
sections in the district hospital dealing with medicine, surgery and 
so on will mainly be concerned with professional duties. At the same 
time it will be of advantage if they can occasionally visit the 
secondary unit hospitals and a certain number of primary unit 
hospitals and inspect and guide the professional work of officers dis- 
charging corresponding duties in these hospitals. Such contacts 
should help to improve the standard of professional work carried out 
fa the hospitals of the districts generally. It is not desirable that 
these specialists, in charge of the different sections in the district 
headquarters hospital, should be burdened with routine administrative 
and ii’spection duties especially if the hospital is associated with a 
feaching medical institution. Hence we have suggested that a num- 
ber of deputies should be provided to help the district administrative 
officer in the various fields referred to above. 
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28 . In respeot of tuberoulosis and leprosy, however, the officer-in- 
charge of the respective wards in the district headquarters hospital 
will also have to undertake the organisation and superintendence of 
field administration in his sphere of work. The Deputy and Aasis- 
tant Directors of Health Services at the provincial headquarters, who 
deal with tuberculosis and leprosy, will be responsible for co- 
ordinating these activities in the province as a whole. 

The Hospital Social Worker 

29. At all the three types of hospitals, primary, secondary and 
district headquarters, social workers will be employed. Their func- 
^ons will include, among others, the visiting of j^e honio of the 
patient in order to ascertain the causes underlying the disability for 
which he has sought the aid of the hospital and ‘‘service as a connect- 
ing link between the hospital and the public in the treatment of the 
individual patient and the general health programme of the area con- 
cerned**. It will thus be seen that, under our programme, the treat- 
ment of disease has been approached not merely from the standpoint 
of affording the patient immediate relief but also that of attempt- 
ing to remove the causes which are responsible for his condition. 

Part-time Medical Men 

30. A certain proportion of the doctors employed in the secondary 
and district headquarters hospitals may be part-time workers. Their 
proportion to the total strength of medical men in 'these two types 
cf hospitals will not exceed 25 per cent. These institutions will 
do a considerable amount of teaching. Some of the district head- 
quarters hospitals will be attached to medical colleges while the 
others and most of the secondary hospitals will have to provide 
‘‘refresher courses* for doctors or facilities for the training of those 
who, after the qualifying examination, are required to take their 
internship for a year. In addition, these institutions will have to 
take part in the training of other types of health personnel such as 
nurses and mid wives and will have to run refresher courses for them. 

81. In hospitals attached to teaching medical institutions it is 
considered desirable that there should be a proportion of medical men 
who combine hospital teaching work with private practice so as to 
enable them to gain the wider experience that contact with the 
general public ensures. This type of experience may be lacking in 
the case of doctors who belong to a salaried service and have only 
worked in hospitals. We have been advised that there is distinct 
room for a type of professor who has experience of teaching work and 
private practice up to the age of about) 45 and who then gives up such 
practice and becomes a whole time teacher. We agree with this view 
and therefore recommend the retention of a certain number of part- 
time workers of sufficient eminence from among whom clinical 
teachers for full-time duties will become available. 

82. The scheme, that we have described in the preceding para- 
graphs, is only one stage, although an advanced stage in comparison 
with existing conditions, in the development of the national health 
programme. The conception of the scope of the functions of a com- 
munity health service has been continually widening and we have no 
doubt that this process will go on. Side by side with such changes 
the funciions that the doctor will be called upon to discharge will 
also increase in scope and change in quality. As at present, he will 

27 



CHAPTEUi 111 


continue to concern liimBelf with remedial and preventive measurea* 
in respect of the sick and the convalescent. We anticipate, at the same- 
time, that his range of duties will extend, to an increasing extent, 
over the healthy members of the community in order to promote their 
general sense of well being. Medical supervision of work and play, 
of the food that people eat, of public provision for rest and recupera- 
tion as well as periodical medical examination and the rectification 
of faulty modes of life will be some of the many new duties that the 
physician of the future will be called upon to undertake. Our view 
therefore is that the national health organisation will tend to become 
a whole-time salaried service devoting itself to the development of the- 
health ot the people. The medical men in such an organisation will 
be recompensed adequately by the State but the supplementing of 
such income by private practice will be prohibited. The tendency 
towards this is even now recognisable in all countries by the prohi- 
bition that is operative in respect of the preventive health services.. 
Thus there will ultimately be no room for the part-time worker in 
the State health organisation. Bnl, it is impossible for us to see 
at what time this stage will be reached in India. In the long-term 
programme described in this chapter wq have not therefore excluded 
the part-time doctor although we liave reduced the proportion of 
such workers to about a fourth of the total number. 

Hospital Accommodation 

63. The total number of hospital beds provided under our scheme 
for a population of three millions will be 17,000 or a ratio of 5 ’67 beds 
per thousand of the population. If this figure for hospital accom- 
modation can be provided in India within the next thirty or forty 
years, the achievement must be considered as a remarkable advance 
on the existing state of affairs. The present total bod strength in 
British India is estimated to be in the neighbourhood of 73,000' 
or approximately 0’24 bed per 1,000 population. This ratio will have 
to be increased about twenty three times .n order to reach the pro- 
posed figure of 5 '67 beds per 1,000. 

34. Even this phenomenal iiicrea.se in the provision of hospital 
accommodation will not, however, bring India close to the standards 
that have been reached elsewhere. In the United States ot America 
the corresponding ratio is 10*48 beds and in England and Wales 
7*14. It is understood that, in England, with the existing morbidity 
and mortality rates, the minium hospital accommodation required is 
estimated at 10 beds per thousand of the population. 

35. It is doubtful whether the ratios for bed strength to popula- 
tion in England and in the United States of America need be accept- 
ed, without consideration, as a guide for India. Congested urban 
conditions of life contribute largely to the desire for hospitalisation- 
even where the state of ill-health may not render it essential. 
There is every indication that India will become more and more 
industrialised and urbanised in the years to come, but if proper 
planning is done, the removal of existing conditions of overcrowding 
in towi>s and cities and the prevention of the development of such a 
state of affairs on a large scale in the future, should not be an 
impossible task. Further, at the present time, the vast majority of 
the people are not hospital minded. While it may not be right to 
postulate that a change in this attitude will not take place, social 
habits do not alter quickly. In any case an increase in hospital 
accommodation from the present figure of 0*24 to 5»B7 per 1,0()0 is- 
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/itself SO stupendous a task that it seems futile to think at present of 
.any future expansions that may be required in the distant future. 

36. The distribution of beds that will be made available under 
•our proposals for different types of cases in the primary, secondary 
and district headquarters hospitals is shown below. The figures are 
^approximate as the calculation is based on a probable population of 
375 millions which, it is anticipated, will be reached in British India 
by the time the proposals under consideration are fully implemented 
-and on the assumption that this population is divided into 125 three- 
million units of the type described in this chapter: — 


Total provi.sioii of beds of various types for British India 



Primary 

unit 

hospitals 

Secondary 

unit 

hospitals 

District 

headquarters 

hospitals 

Total 

1. Modical . 

468,760 

03,750 

37,500 

(iOO.OOO 

2. Surgical . 

3. Obstetrical and Gynae- 

187,600 

125,000 

43,750 

356,250 

cological . 

187,600 

62,500 

37,500 

287,500 

4. Infectious disca.ses 

376,000 

12,500 

5,000 


5. Malaria . 

112,500 

6,250 

2,500 

121,260 

'6. Tuberculosis 

75,000 

75,000 

67,500 

217.6<)0 

7. Pediatrics 

1,250 

31,250 


8. Mental diseases 



50,000 


9. Leprosy . 



37,500 

37,500 

2,125,000 


37. Provision for medical, surgical, obstetrical and gynaecological 
■cases is made in all the three types of hospitals and the importance 

• of tuberculosis as a community problem is recognised in the provision 
of similar facilities for this disease also. For malaria and general 
infectious diseases, beds are provided in primary hospitals. This will 
ensure a wide distribution of such facilities, as the number of 
primary hospitals will be 18,750 or more. Ten and twenty beds have 
been provided for malaria at each secondary and district headquarters 
hospital respectively, the corresponding figures for infectious diseases 
being 20 and 40. These beds will also provide facilities for teaching 
and research. 

38. Provision for ])atients suffering from mental diseases and 
leprosy has been made only in the hospitals at the district head- 

• quarters. As regards venereal diseases, no specific provision of beds 
has been made. A large percentage .of such cases can be dealt with 
in clinics associated with the outpatient departments of all the three 
types of hospitals. The relatively small number requiring hospitalisa- 
tion can be admitted into the ward for infectious diseases if the 
patients are in an infective stage or for suitable treatment into the 
medical, surgical and gynaecological wards. 

Field Organisation lor Oeitain Diseases 

39. A])art from providing facilities for hospital treatment, the 
control of many diseases requires a field organisation which could 
concentrate on preventing the spread of infection. Examples are 
malaria, tuberculosis and leprosy. Malaria is undoubtedly the most 
important public health problem in the country today and, in our 
1 proposals for fho short-term programme, we have outlined an 
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ozgamsation for con^l measures against this disease ou a large scale. 
It is to be anticipated that, before the long-term programme is oom^ 
pleted, the advance made in environmental sanitation will have, 
reduced largely the factors favourable to the propagation of the 
disease. Indeed, the widespread use of D.D.T. and other insecticidea 
of an even more potent nature, which may be discovered in the 
coming years, may change the situation to such an extent that it is 
difficult to see at present what the nature of the malaria problem 
will be by the time our long-term programme is completed. Evea 
so, it will be unwise to assume that malaria will have been eradicated 
by that time. The maintenance of anti-malaria measures is likely 
to be necessary at least in those parts of the country where hyper- 
endemicity is ttie prevailing feature today and where climatic and 
other factors may necessitate the continuance of control activities. 
The anti-malaria field organisation, whatever size it may assume 
eventually, will work in close co-operation with the primary unit 
staff. The Public Health Engineer at the headquarters of the district 
and his assistant at the secondary unit headquarters will be intimate- 
ly concerned with the control of the disease through environmentaJ 
measures. As regards tuberculosis and leprosy, it has already been 
indicated that the officers in charge of these sections at the district 
headquarters hospital should direct and control the respective field 
organisations, although it is difficult to envisage what the size of such 
organisations is likely to be. 

40. The health organisation briefly described in this chapter is 
expected to produce a reasonably satisfactory service for rural and 
urban communities alike. It is based mainly on a system of hospitak 
of varying size and of differing technical efficiency. These institutions 
will play the dual role of providing medical relief and of taking an 
active part in the preventive campaign. Diagnostic and treatment 
facilities of a relatively high order should be available in the 
secondary unit hospitals and to an even larger extent in those at tho 
headquarters of districts. The latter, if they are attached to medical 
colleges, should function at a still higher level of efficiency. The 
wide distribution of primary unit hospitals should help to ensure tiie 
extension of facilities for institutional treatment over the country- 
side. In addition, the outpatient departments of these institutions, 
would extend treatment to a much wider section of the population. 
In our short-term programme we have provided a dispensary for each 
primary unit and these institutions will continue even after each such 
unit has been poovided with its hospital. The usefulness of all these 
centres of treatment will be considerably enhanced by the simultan- 
eous development oi transport facilities. To supplement this large 
scale institutional provision for medical relief we have also 
envisaged the inauguration of a domiciliary treatment service. 

41. The part that these medical institutions will play in the 
preventive campaign will also be considerable. Work in connection 
with maternity and child welfare, tuberculosis, leprosy, etc., will 
radiate into the community from the hospitals, on which will be based 
the outdoor organisations in respect of each of these services. The 
diagnostic facilities that the large hospitals will provide will also con- 
tribute their share to the preventive campaign. The social workers 
attached to these institutions will help to supply the preventive 
bias to the treatment of individual patients, in the absence of which 
the medical care bestowed on them may fail to produce lasting results.. 
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42. The proposals outlined here emphasise the organic unity of 
institutional and domiciliary health service and the need for integ* 
rating curative and preventive measures in order to develop the 
health of the community to the highest possible level. 

The Strength of StaO and the Estimated Cost Under the Pxoposala 

48. What are the implications of these proposals in terms of 
health personnel and of fimds? It is impossible to give correct 
estimates of either. As regards the health staff, exact estimates of 
the probable strength of the held organisations in respect of many 
diseases can hardly be made for reasons which have already been 
stated. In regard to cost, it is clearly unwise to predict what the 
scales of pay of the different services will be at the end of the next 
thirty or forty years. The value of the rupee is likely to change 
withm that period, and any estimates of cost of the fully developed 
health organisation may have, for these reasons, little meaning if 
employed for comparison with present day figures. The following 
figures are, however, given for the purpose of providing some general 
indication of the extent to which the strength of the health staff and 
the scale of expenditure will, have to grow when the health pro* 
gramme outlined above becomes established. 


44. As regards health personnel the number of 

doctors, nurses- 

and midwives that will be required is 

shown below. 

The numbers 

now available are also given for comparison: — 



Numbers 
required for 

Numbers now 


the complete 
programme 

available 

Doctors ..... 

233,050 

47,500 

Nurses (including public health nurses) 

680,000 

7,760 

(including existing 



health visitors) 

Midwivos ..... 

112,600 

6,000 

Pharmacists .... 

84,375 

75 


45. Can such a large increase in the numbers of the health per- 
sonnel be carried out? An example of an unparalleled expansion of 
health personnel services is furnished by Russia. In 1913, there were 
altogether 19,785 doctors in that country. By 1941, the number had 
risen to 141,600, an increase of over seven times within a period of 
28 years. In India the increase required is about five times the 
existing number of doctors to be achieved in a longer period of years. 
As regards other types of personnel, Russia has shovvn an equally 
remarkable increase. For instance, feldshers, a jbype of medical 
worker less qualified than the doctor, nurse and midwives totalled 
about 60,000 in the pre-Re volution days and their number rose to 
412,000 in 1941. We believe that, given the will and the- financial 
resources to carry through the required measures, the large additions 
to the existing strengths of different types of health personnel that 
will be necessary can be provided within a period of thirty to forfy 
years in India also. 

46. The annual averno:e cost of the personal health services des- 
cribed in this chapter will be about Re. 1 per capita on the basis 
of a population of B75 millions. An expenditure of Re. 1 per head 
of the population for a well developed personal health service cannot 
be considered excessive. 
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47. Before we conclude this chapter we wish to emphasise that we 
look forward to an improvement in the health service not only in its 
quantitative but also in its qualitative aspect. We believe it 
essential that, through suitable training and such administrative 
action as may be necessary, a social outlook should be developed 
in every health worker and that a spirit of emulation be cultivated 
throughout the rank and file of the service. We feel that, while it 
is all important that the man or woman worker should have the best 
technical skill that it is possible for him or her to acquire, the posses- 
sion of other qualities is equally important in order to produce 
effective results. The woman who, through lack of knowledge of 
mothercraft, feeds, bathes, clothes or nurses her baby improperly, 
the tuberctilosis patient who, through ignorance, disseminates infec- 
tion, by ijicliscriininate spitting and coughing, among those with whom 
he comes in contact, the child who possibly through lack of discipline 
at home and of that atmosphere of love which is essential for promot- 
ing his psychological development on sound lines, has grown into an 
intractable individual with anti-social habits — all require the techni- 
cal knowledge and skill that the doctor, the nurse and the social 
worker can make available to them. But other qualities are also 
needed in these health w’orkers. Understanding and sympathy, tact 
and patience are equally important for the proper handling of these 
persons and, in their absence, mere professional skill will fail to 
achieve satisfactory results. On the other hand the possession of 
these qualities will lift the efforts of the health worker to the plane 
of social service. The reward that flows from the latter enriches the 
giver and the recipient alike. 
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CHAPTER IV 

HEALTH SEBVIOES FOR THE PEOPLE 
The Short-Term Programme 

Introduction: 

1. In the last chapter we have described a long-term scheme of 
health services for the country as a whole, which will provide 
health protection for the community on a much larger scale than that 
which exists at present and will include within its scope domiciliary 
and institutional services, curative and preventive, on lines which 
follow modern trends of medical practice. We consider that, given 
the resources, human and material and the determination to imple- 
ment this programme, it should be possible for Governments in the 
country to develop these services within a period of thirty to forty 
years'; Two serious difficulties in the way of a rapid development of 
our health programme are inadequacy of trained health personnel to 
man these services and lack of funds. The question of training the 
required personnel will be dealt with in the section dealing with pro- 
fessional education. As regards funds we hold the view that the 
health programme demands very high priority in the allocation of 
available financial resources. Apart from the intrinsic importance of 
maintaining individual and community health at its highest level, we 
strongly hold the view that the carrying out of the health measures we 
propose 18 one of the most effective ways of ensuring the economic 
prosperity of the country and of materially raising the level of the 
national income. It is obviously impossible to assess accurately, in 
terms of money, the effects of ill-health on the community. While 
certain items such as loss of wages through incapacity to work and 
the ex])enses incuiTed in treatment can be estimated with some degree 
of preciseness, the pain suffered, the inconvenience and anxiety caused 
to the patient and his relations or the sense of well-being that would 
have* prevailed in the absence of sickness are obviously insusceptible 
of conversion into money. Nor can any accurate estimate he made 
of the financial loss that the country suffers as the result of decreased 
productivity through sickness. Nevertheless, in order to give some 
idea of the magnitude and importance of this problem we should refer 
to the estimate made by Lieut. -Colonel J. A. Sinton, who places the 
annual loss to India on account of malaria alone anywhere between 
147 and 187 crores of rupees. Enormous though this estimate is, it 
does not pretend to cover all losses attributable to this disease. If 
to these figures were added the valuation of losses consequent on 
malnutrition and the many serious diseases other than malaria, which 
are widely prevalent in the country, we are presented with the most 
convincing argument we can find in support of our contention that, 
even if the question is regarded from the purely financial standpoint, 
expenditure of public funds on an effective health development pro- 
gramme is a sound economic proposition. To shut our eyes to the 
consequences which a halting, ineffective and timid health policy 
imposes on the country can only result in perpetuating a tragedy 
which is as poignant on the national as on the individual side. 

2. No useful purpose wiU, however, be served by ignoring or 
bypassing realities and in framing any practical programnie we have 
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to take account of the lixuiting factors of lack of funds and of trained 
personnel, which in the early stages must impose a brake on rapid pro- 
gress. The first consequence is that the health programme which we 
eventually visualise for the whole coun&y must initially be introduced 
in an attenuated form and must be developed by stages. Any 
scheme which may be introduced must, however, be of such a nature 
that, if effectively executed, it will be able to ensure the production 
of demonstrable results during the period covered by it. In framw 
our short-term programme we desire to do no more than present a 
detailed picture for the general guidance of the provinces. We realise 
that local conditions may call for a modification of some of its features. 
We recognise that varying resources in men and money will be 
reflected in thd pace at which the health programme can be deve- 
loped in the different provinces. We believe, however, that despite 
factors making for a limited diversity in its practical application the 
depiction of a general plan of development will serve an essential 
purpose. It will help to define a more or less uniform goal for the 
country which we consider of great importance and will serve to point 
out the level of achievement to be normally reached within specific 
periods of time. Such a schedule will also assist, we have no doubt, 
in stimulating effort in the provinces and in developing a spirit of 
friendly emulation among them in promoting the health of their 
people. 

8. We have framed our suggestions for a short-term programme 
after taking into account the limitations to which we have referred. 
We shall now describe in some detail the picture of the health organi- 
sation that we suggest should be developed during the first ten years 
and indicate in much broader outline certain objectives that may be 
kept in view during the next five years. The detailed programme 
will cover two stages of five years each and we shall indicate the 
implications of our scheme in terms of personnel, cost and the popu- 
lation covered by the health services during each of these quinquennia. 
Apart from providing new facilities for medical care for the people, 
these two periods will constitute a stage of intensive preparation for 
the subsequent development of the health programme at a more rapid 
pace, through the provision, in these earlier years of institutions and 
other opportunities for the training of personnel and through the 
actual production of a large number of health workers of different' 
categories. 

4. Another important aspect of the health programme for the first 
ten years is that it will be intimately concerned with the development 
of administrative technique suitable to this country. Health admi- 
nistration is the application of medical knowledge to the life of the 
community, and the methods to be employed in its application are 
largely influenced by the attendant social, economic arid environmental 
factors. These methods have therefore to be worked out in relation 
to looal conditions. The skilled services that can be provided for this 
purpose in countries such as the United Kingdom and the United 
States of America, with their relatively large national incomes, are 
obviously unattainable in India today and the health programme that 
we are envisaging must take account of this basic fact. In the 
beginning the countrv will be faced with the necessity of having to 
some extent and in some fields to put up with services manned by 
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imperfectly trained personnel with the ability to perform only limited, 
functions. This subject will be discussed in greater detail later in- 
this chapter. 

5. We" have already referred to the considerations which xnake? 
detailed planning inadvisable too far in advance, and we feel that we 
should therefore limit ourselves to the task of drawing, with some 
degree of precision, the picture of our short-term programme for 
the first ten years only. After the earlier stages of expansion indicated 
in the present chapter have been reached we feel that we must leave 
it to the Governments, Central and Provincial, to formulate the lines 
of further development with a view to the attainment nf the larger 
objectives indicated in the preceding chapter. 

6. We wish to make it clear that the proposals that will be dis- 
cussed in the succeeding paragraphs embody recommendations which 
are intended to supplement and not supplant the existing health faci- 
lities in the areas where our scheme will be introduced. We consider,, 
moreover, that our recommendations constitute an irreducible mini- 
mum, and, were it not for the limitation imposed by the inadequacy 
of staff and funds, we should unhesitatingly have proposed a morfe 
comprehensive scheme than the one indicated below’ 

7. In the previous chapter we have described the organisation 

required to provide a reasonably complete health service for the 
community. For reasons w^hich we have already stated, however, it 
will be necessary to cast our short-term programme on more modest 
lines. Thus, during the first ten years, the district headquarters, 
organisation provided in our long distance plan, wall not be brought 
into existencjc. Further, the services provided in the primary and 
secondary health units during this period will not be so complete an9 
comprehensive, owing to the limitations to which we have already 
referred, as we hope they will be in the later stages of our scheme. 
But the general character of the work to be done in the primary end 
secondary health units diiring the short-term programme and the 
relation of these units to each other will be the same in the short as in 
the long-term programme. The general de.scription of the organi- 
sation set out in the preceding chapter, read with this caveat, is 
applicable to the organisation which will operate in the ten-year 
period. * 

The Tirat Ten-Year Programme 

8. The following brief summary of the major heads of the ten- 
year programme we are suggesting may enable the detailed proposal, 
which follow to be more clearly understood. 

Our recommendations cover: — 

1. A province-wide health organisation providing for both preven- 
tive and curative health work. This will include in each district: — . 

(i) three types of organisations for general health services^ 
viz,, 

(a) primary health units 

(b) secondary health units 

(c) the district health unit, 
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(ii) certain special health services dealing with 

(a) malaria 

(b) tuberculosis 

(c) venereal diseases 

(d) leprosy 

(e) mental diseases 

(f) maternity and child- welfare 

(g) school health and 

(h) nutrition. 

II. Field training centres for teaching institutions. 

Our proposals for the ten year programme cover also reconunenda- 
itions in regard to a variety of other matters such as Impersonal Health 
-Services, including town and village planning, housing, water supply 
.and drainage, professional education and medical research. They 
will be found in the separate chapters dealing with these individual 


We shall now examine these proposals in greater detail separately. 

*Tlie Provinoe-wide Health Organisatioii 

9. At the outset we were faced with the dithcult problem of 
<lecidmg whether our proposals should at the start be applied in a 
narrowly restricted locality to the fullest extent that circumstance^ 
permitted or whether the area of their application should be extended 
much more widely at the expense of the degree of their application. 
We have come to the conclusion that the new health services, in 
howsoever attenuated a form they may be started, should be initiated 
on as wide a territorial basis as possible. We feel that, for the pur- 
pose of demonstrating the resulting improvement in the public health 
of a province as a whole, the application of our proposals in every 
district, though it may be over a limited area in each to begin with, 
will be more effective than concentration of effort in one or two small 
areas in the province. Further we feel that all parts of a province 
should, from the commencement, have an opportunity of sharing, 
•even though it be to a limited extent, the benefits which we hope that 
our proposals will bring to the people. We also realise that Pro- 
vincial Ministers of Health will have to carry popular support with 
them in the development of the scheme and that public opinion is 
much more likely to support a broad-based proposal than one which 
would confine the new health organisation to one or two districts in e 
province. The objectives to be reached at the end of the first ten 
years are indicated below: — 


Expansion of the scheme in a typical dUtrict 


'Nvanhee of pimary Units 
Wumber of ^-bed hospitals 
Number of secondaiy Units 
Number 200-bed hospitals . 
Number of 500-bed hospitals . 

Tile Prbnaiy Xfnit 

10. We recommend that a si 
units in each district. Each of 


First year 

Fifth year 

Tenth year 

5 

10 

25 

1 

2 

13 

1 

1 

2 

1 

1 

1 

• * 

• ' 

1 


should be made with five primary 


should include within ite 
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a population of 40,000 in place of the much smaller and more 
fully staffed and equipped unit serving a population of 10,000 to 20,000 
{recommended for the long-term programme. In place of a 76-bed 
hospital for each primary unit imdej: the fully developed long-distance 
•oheme, we suggest that, during the^ first five years of the short-term 
programme, one 80-bed hospital should be established to serve four 
primary units. In the second period of five years the number of such 
hospitals should be doubled so that each will serve two primary units. 
In addition each primary unit will have a dispensary with provision 
for two emergency and two maternity beds.'" 

11. The smaller type pf health* organisation that is proposed in 
^oh short-term primary unit and the larger number of people to be 
served by it will obtiously limit the range of activity. The service 
developed, however, mll^ it is hoped be on correct lines and will 
incorporate curative and preventive ifrork on a coordinated basis. The 
•details of the proposed organisation for the short-term primary unit 
are given below: — 


Medical officers 2 

Public Health Nurses 4 

Nurse 1 

Midwives 4 

Trained dais 4 

PaUio Health inspectors 2 

Health assistants 2 

Pharmacist 1 

Clerks .......... 2 

Fitter Mistry 1 

Inferior servants 16 


12. This staff, with the exception of certain members of the mater- 
nity andi child-welfare organisation, should be stationed at the head- 
quarters of the primary unit, although their duties will extend over 
^e whole area covered by the unit. The maternity and child-welfare 
staff, namely, the public health nurses, the midwives and trained dai$, 
should, on the other hand, be located at different places in order to 
make their services available where required with the least possible 
delay. The other members of the primary unit staff should also iiave 
their areas of jurisdiction demarcated, although they themselves 
would be located at the headquarters. 

The Primary Health Centre 

18. A focal point should be provided in each primary imit from 
which the different types of activity will radiate into the area covered 
by it. The area of the unit might, for purposes of health administra- 
tion be divided into four circles, one being associated with the head- 
quarters of the unit. Here it is essenticJ that the dispensary, the 
headquarters maternity and child-welfare organisation and that dealing 
with environmental hygiene should work together in intimate associa- 
tion and for this purpose the necessary buildings should be provided 

the closest possible proximity to each other. This will also help 
to coordinate the work of the different members of the staff. This 
organisation at the headquarters of the unit may appropriately be 
designated the health centre. Its functions will be to provide as 
effective a health service as practicable under the conditions prevailing 


<ieif is a wdman who practises midwifery as a hereditary profession normally 
without any frainbog. 



at the time, both at the headquarters and in the remaining circles into- 
which we have suggested that the primary unit area should be divided. 

The Duties ol the Primary Unit StaJS 

14. The staff recommended above is,, we believe, the minimum re- 
quired for the efficient working of the centre. Of the doctors one 
should, if possible, be a woman and both should attend to curative 
and preventive duties. We suggest the following tentative pro- 
*gramme of work for these doctors, which, however, will be subject to 
revision in accordance with local needs. For four hours in the morn- 
ings on three days in the week each of them will attend the dispensary 
attached to the primary unit and, in the afternoons of those days 
and during the forenoons and afternoons of the remaining three 
working days of the week, each will attend to preventive work. On the 
days on which the man doctor attends the dispensary the woman 
doctor will be on outdoor duty and vice versa. Each should have one 
day of rest in the w^eek, although both will have to be available for 
any urgent calls that may arise. 

lo. At the hospital the man doctor will normally attend to male 
patients and the woman doctor to patients of her own sex and to 
children. Each primary unit should have two health assistants on 
its staff. The kind of work they should be required to perform has 
been referred to briefly in the last chapter. The Health Assistant 
should perform both curative and preventive duties of an elementary 
nature under the direction of a qualified medical officer. He should 
in no circumstances be considered a doctor or allowed to function as 
such. On the curative side he can help the doctor in the dispensary 
in sterilising instruments, dressing wounds, keeping records and such 
other duties as can safely be entrusted to him. His outdoor duties 
should include the sterilisation of water-supplies, vaccination against 
small-pox, checking of vital statistics, supervision of minor anti- 
malaria field operations, including the spray-killing of mosquitoes, and 
the tracing of cases of the common infectious diseases. If suitable 
women can be obtained for training as Health Assistants, it will he 
desirable to have a man and a woman worker of this type in each 
primary unit. As the woman doctor will deal with women and 
children both at the dispensary and in the homes of the people the 
help of a woman assistant will be of great value. 

16. At each dispensary there will, in addition, bo a trained phar- 
macist, when this class of worker becomes available in sufficient num- 
bers. In the meantime a compounder will be employed. 

17. We consider that a combination of curative and preventive health 
work is in the best interests of the community and of the professional 
efficiency of the medical staff employed. In fact the two functions 
cannot be separated without detriment to the health of ijie com- 
munity. For instance our primary unit doctor treating a typhoid 
patient in his home should, in addition to the medical attention he 
gives him, ensure that such precautions are taken as are necessary 
to prevent the spread of infection to the other members of the house- 
hold. Nor should his re^onsibility end there. In the interests of 
the community it is necessary that the sources of infection should, H 
possible, be discovered in order to prevent the further spread of the 
disease If is therefore essential that he should deal with the problem 
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of disease both in its remedial and preventive aspects. The same* 
remarks apply to the public health nurse and other members of the 
organisation who are responsible for personal health services in their 
respective spheres. 

18. VVe consiaer it essential that the doctors stiould be spared all 
unnecessary clerical work, especially because during the short-term 
programme they will be fully occupied with the duties we are assigning 
to them. We have, therefore, provided in our budget estiiiiaics two 
clerks, of whom one will assist the man or woman doctor in making 
and maintaining records in regard to the patients treated in the dis- 
pensaries and the other will do all the clerical work in connection with 
the administration of the primary unit. It will be desirable to give 
these clerks special training for a short period in order to enable them 
to familiarise themselves with medical and other teciniical terms com- 
monh^ used in health administration. 

19. We place maternity and child- welfare work in the forefront of 
our programme. As has been pointed out ilsewhere, nearly half the 
number of total deaths in the community occurs annually among. 
ohildren under 10 years, while deaths due to maternal causes are 
estimated at about 200,000 per year. At the same time a much 
larger number of women are compelled to suffer varying degrees 
of sickness and disability as the result of pregnancy and childbearing.. 
The supreme importance of dealing without delay with this section of 
the population is, therefore, obvious. Further, in our view, a pro- 
gressive improvement of the public health depends largely on pro- 
moting the hygienie mode of life among the people through education 
directed to this end. It is among women and children that this educa- 
iton should be carried out inhuisivoly in order to praduce lasting^ 
results. The w'oman doctor, the publie health nurse and the midwife 
can carry the message of hoaltli to the homes of the people through the- 
numerous contacts w^hich they will establish with women and children 
while carrying out their routine duties. We are therefore convinced 
that the part that the maternity and child-welfare organisation can 
play in reducing existing morbidity and mortality and in creating 
conditions, which are essential for promoting healthful living, is ot 
vital importance. 

20. 01 the remainiug staff, the sauitary inspector and the inferior 
servants will be concerned witli improving environmental conditiona. 
The fitter mistry’s duty will be to help in keeping in good repair tuba 
wells and other sanitary eq^uipment which will be provided under the 
health programme. The work of the sanitary staff will be under the 
close supervision of the medical officer charged with administrative 
duties of the unit. In addition, as will be seen later from the descrip- 
tion we give of the organisation at the secondary unit, there will be 
an Assistant Public Health Engineer at the headquarters of the latter 
and this officer will be responsible for the requisite technical guidance 
and for general supervision of all work in respect of environmental 
hygiene in the primary units included within the jurisdiction of the 
secondary unit. We realise that the staff proposed for this important- 
branch of health administration is altogether too meagre to meet the 
requirements of a primary unit as we conceive its functions to be. 
But wo look to the people themselves to make an effective contribu- 
tion to the public health by helping in the execution of measures 
for its improvement. In this task the trained staff we are providingr^ 
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^small though it is, will be of the greatest value in showing the people 
•how their efforts can be made to produce the best results. 

21. We have already referred to the need for employing, during 
the short term, insufficiently trained personnel of certain types if the 
health services are to be extended to as large a section of the popula- 
tion as possible. For instance^ in order to promote school health 
work, the services of selected school masters, with limited training in 
the carrying out of certain simple functions, not requiring any high 
degree of technical knowledge, will have to be utilised in the 
place of doctors and nurses until the latter become available in 
sufficient numbers to provide a more efficient service. The duties 
for which teachers should be trained may include the daily examina- 
tion of school children in order to improve the standard of their 
personal cleanliness, vaccination against small-pox, the administration 
of certain drugs, e.g., quinine, supervision of the sanitation of the 
school and its environment and the health education of the children 
within limited fields. For performing such duties they should, of 
course, receive adequate extra remuneration. One of us (Dr. J. B. 
‘Grant) has had considerable experience, during the past year and a 
half, of developing a rural health organisation in the Singur area of 
Hooghly District in Bengal in order to provide a training centre for 
the health personnel of that province as well as for the students of the 
All-India Institute of Hygiene and Public Health, Calcutta. The 
experience gained at this centre makes it clear that a limited training 
of seven or eight weeks will not of itself enable school masters to 
discharge satisfactorily the duties suggested by us without close super- 
vision. It has, for instance, been found necessary for the medical 
officer in charge, to make a teacher carry out vaccination and other 
duties in his presence for some time after his training, in order to 
ensure that a desirable level of efficiency is attained. The two 
doctors in charge of the primary unit will therefore have to exercise 
considerable supervision over the work of teachers and other people 
selected from the villages to help in the promotion of the health 
programme. Hence it is that we have allotted the major part of 
their weekly programme to outdoor duties and have suggested the 
attendance of each at the dispensary only during the forenoons on 
three days in the week, 

22. Most of the medical men, who will be available to Provincial 
'Governments for developing the early stages of our health programme, 
will not have had the training necessary for preventive health work. 
It is therefore recommended that a short course of three months’ 
training in public health and preventive medicine should be provided 
for them. They should, however, be required to obtain a recognised 
public health qualification within the first five years of entering public 
service. 

*1116 Zmphasls on Praventlye Health Work in our Programme 

28. We realise that the need for medical relief is so great and so 
urgent in this country that our proposal to make these medical officers 
concentrate so largely on preventive work may meet with criticism 
We have, however, made this recommendation after careful considera- 
tion. Our view is that, with the limited staff and funds at the 
disposal of the country, our health programme will show more effective 
and lasting results if effort is directed towards the creation of condi- 
’tions conducive to healthful living instead of concentrating too largely 

42 


THE SHORT-TERM PROGRAMME 


•on the administration ’of medical relief. The extent of sickness ]ire- 
valent in India today is so large that any conceivable expansion of 
treatment facilities, which the country can afford under existing con- 
ditions, will suffice to provide for the relief of only a small fraction of 
those requiring such care. Sickness surveys carried out in the United 
States of America have shown that illnesses causing inability to work 
for seven or more consecutive days number every year about 125 to 
200 in a population of 1.000. A similar investigation in Canada re- 
vealed that the corresponding figure was 171 illnesses for 1,000 per- 
aons. These illnesses clearly require medical attention. The death 
rates in Canada and the United States of America are less than half 
of that in India, and it seems, therefore, reasonable to assume that 
the corresponding sickness rate for this country may be between 300 
and 350 illnesses per year among 1,000 persons. A primary unit may 
therefore have to deal with about 12,000 to 14,000 such cases 
annually. These will include many cases of serious illness and of 
chronic disease, so that the neriod during which medical attention will 
be required by individual patients may be considerable. Further, as 
persons suffering from sickness of shorter duration than one week have 
been left out and as a certain proportion of them will also require 
attention, the number of cases needingr medical relief may well be at 
least 20,000 to 25,000 per year in each primary \init. The fact that 
we are not making here any excessive estimate is shown by the case 
Tate of 1,000 per year for a population of 1.000 which the sibove men- 
tioned enquiry in the United States of America revealed, when ah 
types of illnesses were taken into consideration. 

24. We have quoted these figures only to show that, if all the avail- 
able money and staff were to be utilised only for the provision of 
medical relief, we should be meeting the needs of only a section of the 
population requiring such care, under present conditions and those 
which can be foreseen in the near future. Apart from this, no 
advance will have been made in the neutralisation of the adverse 
effects of those social and environmental factors which are so largely 
responsible for morbidity and mortality and without the control of 
which no permanent improvement in the public health can be 
achieved. 

25. We are fully aware of the need for extending medical relief 
bo all those who are suffering from disease. Nevertheless, when the 
problem of building the nation’s health is viewed in its true perspec- 
tive, we are compelled to come to the conclusion that the health 
programme should be developed on a foundation of preventive health 
work and that such activities should proceed side by side with those 
concerned with the treatment of patients. We have, however, made 
such provision as is possible under existing conditions, for medical 
relief also. We anticipate that the successive stages of the health 
programme will see a steady expansion of treatment facilities as an 
essential complementary service to preventive health work. We 
should, however, emphasise that a reduction in the demand for 
curative treatment can only be secured through successful preventive 
work. 

The Establishment of Village Committees 

26. We have already referred to the need for securing the active 
co-operation of the people in the development of the health, pro- 
^mme. Social customs, habits and prejudices, w^hich stand in the 
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way oi progress, must be modiHed. In the words of Sir George 
Newman, “No far reaching medical reform is separable from social 
reform, which in its turn finds its source in the highest aspirations 
of the people/'* Today the vast majority of the people of India 
view with apathy the large amount of unnecessary suffering and 
morbidity that exists in their midst and, unless this attitude can be 
replaced by one of actiye cooperation among themselves and with the 
health authorities for the promotion of the health of the community, 
no permanent success can be achieved. The most effective way of 
helping to create such a change in outlook is, we believe, by providing 
for the people opportunities of active participation in the local health 
programme. As far as we are aware, nowhere has this idea been 
developed to the same extent as in Soviet Russia. The following 
quotation from Professor Henry E. Sigerist*8 “Socialised Medicine 
in the Soviet Union'* illustrates the way in which the health pro- 
gramme in Russia provides for the participation of the people on a 
wide front: — 

“The health programme is not dictated from above, but io, 
on the contrary, administered in the most democratic 
way. Since the principle has been established that the- 
health of the workers is their responsibility, it is logical 
for them to take a large and active part in the admi- 
nistration of health. Health administration, like every 
branch of Soviet administration, has the form of a 
pyramid with an exceedingly broad base. This broad 
base is new to the world. In capitalist countries health 
administration does not go beyond the municipal or the 
country health department. It is the concern of 
specialists. The people are the object of administration 
and have no share in it. In the Soviet Union the base of 
the health pyramid is formed by innumerable health 
committees .or health nuclei organised in every factory, 
every farm, wherever people work.** 

27. India resembles Russia in its size and population and we feel 
that a large number of local health committees or health nuclei will, 
in this country also, help to secure results comparable with those 
which we understand have been achieved in that country. We suggest 
that, in every village, there should be established a health committee 
of voluntary workers consisting of about five to 8 ev( 3 n individuals 
depending on the size and population of the village. The principle 
of the panchayat or a council of five elders who, through their collec- 
tive wisdom, direct community life in the village has long been applied 
in practice In India. We desire to see local health committees set 
up on this principle of bringing together a certain number of persons 
of standing in the village who can be helpful in promoting specific 
Bnes of health activity. In selecting such persons we do not wish to 
bring in the vote and the spirit of competition for the vote which 
however desirable it may be for conferring on these individuals the 
right* of claiming to be representative of the people, has also the 
disadvantage of introducing into the peaceful atmosphere of coopera* 
tive effort, which we are proposing to create, the heat and contro- 
versy of the political arena. At the same time there should be a large 

An outline of the Practice of Preventive Medicine ** By Sir George Newtnaa 
a memorandum addressed tc the Minister of Health, England A Wale.s. 
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measure of popular support for these individuals. We suggest there- 
fore that the two medical officers and their subordinate stafiE should 
oarry out, before attempting to create these village committees, a 
eonsiderable amount of educative work among the people in regard 
to the proposed health programme and the desirability of the more 
public spirited in the community accepting as a privilege the right 
to associate themselves with the activities of the health organisation 
in the interest of promoting the welfare of all. After such prelimi- 
nary work, during which they will probably be able to pick out the 
men and women who are likely to become suitable members of the 
proposed committee, a meeting of the village people should be 'galled 
and the purpose in view in forming the committee and the work tliat 
will be expected of its members should be explained. Then, as a 
result of the discussions that follow, it may be expected that suitable 
persons will be selected with the general approval of the villagers. 
In putting forward these proposals we are not merely theorising oi 
drawing on our imagination. We understand that this method has 
been tried in Singur with a considerable measure of success. 

28. Where village panchayata constituted by law exist, it may be 
found possible to utilise their services for the purpose we have in 
view. 

29. The members of the village committee will, of course, require 
training in the elementary functions they will be called upon to per- 
form. These functions should not be of too complicated or technical 
a character, nor should they take up too much of their time. The 
special value or tnese persons lies in the fact that their standing in 
the village, their local knowleds^e and intimate contact with the people 
will enable them to influence the villagers to accept and help to 
carry out effectively the health measures designed to promote the 
general welfare. Opposition due to social or religious prejudices is 
likely to yield more easily to the advice given and the example set by 
the members of the village committee than to official action. 

30. These committee members should also be able to induce the 
village community to carry out, without payment and through their 
own effort, many measures which might otherwise prove expensive. 
We have in mind such minor sanitary works as the filling of pools, 
the draining of pits and the removal of rank vegetation in order to 
improve the sanitation of the village site. Such works are of parti- 
cular importance in the areas which are subject to outbreaks of 
•malaria. 

31. There are many other directions in which the mobilised good- 
will of the community can assist the health programme. The general 
lack of cleanliness in villages is due to the absence of any organised 
effort to dispose of refuse and nightsoil in a manner which will reader 
them innocuous to the health of the people. The general belief 
Beems to be that what is undesirable in one’s own premises cun, 
without any compunction, be thrown into a public drain or any com- 
mon open space. This lack of regard for community hygiene can be 
remedied only by an awakening of a health consciousness among the 
People. Experience shows that, in the absence of such awakening, 
improvement in the sanitation of the environment is difficult and 
'^ften impossible even with the provision of appropriate public services. 
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32. Each member of the village committee should be assigned a 
definite task. One individual may, for instance, be made responsible 
for improving the registration and local compilation of vital statisticH 
His association with these duties will, we have no doubt, help to ensure- 
greater completeness in the recording of births, deaths and cases oi 
infectious disease. This member of the committee, if he takes this, 
work seriously, can help to promote a greater sense of responsibility 
among his fellow villagers for reporting such events to the proper 
authority. Another member of the committee could interest himsolt 
in village sanitation while a third might render active assistance to the 
health stafi in the carrying out of measures against communicable 
diseases or in the organisation of special steps against threatened out- 
breaks of such diseases during fairs and festivals, after floods or under 
other abnormal conditions. 

33. We need not go into the details of the many ways in which an 
enthusiastic local committee can help to improve the health of the 
village. In our view, the development of such local effort and the 
promotion of a spirit of self-help in the community are as important 
to the success of the health programme as the specific services which 
the trained health staff will be able to place at the disposal of the 
people. 

Average Area of, and Average Number of Village In, a Primary Unit 

34. Before we close this description of the health organisation in a 
primary unit we may draw attention to two factors which have a 
bearing on the efficiency of the health service that will be made avail- 
able to the people. These are the average areas over which the pro- 
posed population of 40,000 in a primary unit will be spread in the 
initial years, and the number of villages likely to he included under its 
jurisdiction. The relevant figures are given below: — 

Average vvmher of villages and average area for a population of 40.00(» 
(Figures based on the 1941 census) 


Prcwinoos 





Villages 

Area in square miles 
(including towns & 







villages) 

Madras 





38 

103-2 

Bombay 

• 




69 

146-6 

Bengal 




. 

67 

61-2 

U. P. . 





85 

77-2 

Punjab 




. 

01 

128-8 

Bihar . 




. 

83 

76-4 

C. P. and Berar . 





106 

234-1 

Orissa 




• 

127 1 

Taluq 236 0 
Thana 06 • 2 

N..W. F. P. 




, 

61 ^ 

178-0 

Assam 




, 

136 

216-8 

Sind . 




. 

76 

424-6 


35. In the more sparsely populated provinces such as the Central 
Provinces and Berar, Assam, Sind and Orissa the area to be covered 
by the health staff is considerably greater than that in the more 
densely populated provinces of Bengal, Bihar and the United Pr^>' 
vincp.s. The average number of villages that will be covered by each 
primary unit will also vary considerably. The need for ensuring 
adequate service by the staff must be prominently kept in view. In 
addition the supervising officers should be able to exercise effective 
eontrol over the work of their subordinates. This is a matter of the 
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utmost importance. In our view the two medical officers of a primary 
imit should be able to visit each vUlage at least twice or, better 8till»^ 
three times a month. In the circumstances it seems likely that the 
figure of 40,000, which we have suggested, may have to be modified 
in individual provinces in order to suit local conditions. This figure 
has been suggested only as a guide to Provincial Governments. We 
have been compelled to adopt it in the initial stages of our programme 
because, with the numbers of trained staff under certain categories, 
which are likely to become available, particularly during the first ♦er* 
years of the programme, it is impossible to provide for more con 
centrated work by reducing the area and size of the population covered 
by a primary unit. In fact, as has been shown elsewhere, the training- 
programme will have to be started well in advance of the inaugnra 
tion of the proposed health scheme. Even if this is done, only a por* 
tion of the required staff is likely to become available. 


Secondary Unit 

36. A secondary unit should be established in each district from 
the commencement of our programme. It will supervise the work 
of the primary units included in its sphere of control, which will 
number five to begin with and will increase to 12 or 13 by the end 
of the ten-year period. The work of a secondary unit will be con- 
centrated in a secondary health centre located at its headquarters 
and will include (a) the supervision of the health work done in the 
primary units within its charge, (b) the control of the 30-bed hospi- 
tals in those units and (c) the provision of a higher type of medical 
service tlian that provided in the primary units. 

37. For providing medical relief of a higher type than that avail- 
able in the 30-bed hospitals and in primary unit dispensaries there 
will be a 200-hed hospital at the headquarters of the secondary unit 
In addition to the staff attached to the hospital, there will be & 
medical officer responsible for the administration of the whole area 
under the jurisdiction of the secondary nnit as well as officers for 
organising and supervising certain specific branches of health activity. 
The composition of the senior members of the staff is shown below. 

For details reference may be made to appendix 8:-— 


Adminiatrative staff — 

Administrative Medical Officer . , 

Dy. Administrative Medical Officer . • 

Assistant Administrative Medical Officer (Ma- 
ternity and child welfare) .... 

Assistant Public Health Engineer . 

Senior Sanitary Inspectors .... 
Senior Health Visitors ..... 
Hospital staff — 

Medical Officer in charge of medical wards 
Medical Officer in charge of surgical wards 
Medical Officer in charge of obstetrical and 
gynaecological wards .... 
Medical Officer in charge of the laboratory . 
Assistant Medical Officers attached to the 
laboratory 

Senior Medical Officer in charge of the X-ray 
department . . . . • 

Assistant Medical Officer attached to the X-ray 
department 
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1 
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1 

0 

2 

n 

1 (Of these one will per- 
form the functions of 

1 the Superintendent or 
the hospital) '* 

2 
1 
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6 (two for each of th6 
medical officers in 
charge of medical, 
surgical and obstet- 
rical wards). 

3 (one for each of the 
medical, surgical and 
obstetrical wards). 

Orthodontal sui-geou ..... 1 

Dentists 

Dental hygienists ..... 4 

We would once again lay emphasis on our couceplion of the 
unedicai ollicer of the future" as one who combines in himself both 
•curative and ^^reventive functions. In the selection of officers to fill 
administrative posts we would stress the importance of bearing in 
mind the considerations we have set out in Chapter XVII para. 26. 

38. In providing administrative machinery for the secondary unit 
.and its associated primary units, we have to remember that, during 
the short-term programme, the scheme will extend only over certain 
parts of individual districts and that the administration of the acea 
covered by the proposed new health services will have to be integ- 
<rated with the health organisation of the district as a whole. This 
problem of integration is primarily one for the Provincial Covernments 
•to solve. We are, however, putting forward the following suggestion 
dor consideration: — 

We envisage the bringing together ot the Medical and Piibhc 
Health Departments under one administrative head at 
the headquarters of esu'ii province. In order to en^ur^ 
the orderly development of the new health services, this 
recommendation will have* to lie im})lemente(l, we 
believe, from the very beginning. As a corollary to the 
amalgamation of the two services at the top we consider 
that district health administration should also be unified 
under one controlling head whose designation may appro- 
priately be the Officer in Charge of the District Health 
Services. His functions will be twofold during the 
period of development of the health programme. He 
will have to be responsible for the continuance of the 
existing health services in the areas untouched by our 
scheme and he will also have to devote a considerable 
part of his time and attention to the development of the 
new services. We need not deal here with the health 
services in the area unaffected by our scheme. As re- 
gards the developmental area we propose that the Admi- 
nistrative Medical Officer at the headquarters of the 
secondary unit, who will be concerned with the coordinn- 
' tion of curative and preventive health work under the 
scheme, should function as a Deputy to the Officer in 
Charge of the District Health Services. 

89. The other administrative officers attached to the secondary 
unit will be responsible for the functions indicated by their respective 
•designations. Their jurisdiction will extend over the whole area con- 
'troJled by the secondary unit and they will work under the supervision 
jf the Administrative Medical Officer- 
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40. It will be seen that no provision has been made for the supervi- 
Ksion of medical relief activities. The Administrative Medical Officer 
will himself participate in such supervision. In addition, we recom- 
.mend that the medical officers in charge of the medical, surgical and 
^ob8tetrical wards should make periodical inspections of the hospitals 
and dispensaries in the area covered by the scheme and that they 
should, by advice and guidance, endeavour to raise the level of 
efficiency of the services provided for the people in their respective 
fields. 

41. One of the four medical officers in the hospitals will function 
<18 the Superintendent. We suggest {vide appendix 3) that the 

Superintendent should have the same salary and status as the Deputy 
Administrative Medical Officer in charge of Public Health. The 
Medical Officer in charge of the obstetrical and gynaecological wards 
should be a woman. 

42. The Assistant Administrative Medical Officer in charge of 
maternitv and child welfare work and the woman doctor in charge of 
ihe obstetrical and gynaecological wards in the hospital should have the 
same status and pay. We suggest that there should be a periodical 
exchange of duties between these two. Such exchange is in the in- 
ter^^sts of both. The person, who directs domiciliary health work 
among mothers and children, should have periodical opportunities of 
doing clinical work in the hospital, while the doctor in the hospital wiU 
widen her social outlook and her range of experience by coming into 
contact with the homes of the people and with the environmental and 
other factors that are associated with the conditions of ill-health which 
fake the patients to hospital. 

43. We attach great importance to the provision of a laboratory 
service in association with the 200-bed hospital. The medical officer 
in charge of the laboratory and his two assistants should be able to 
provide a service covering the fields of pathology, bacteriology and 
bio-chemistry. Apart from meeting the needs of the hospital, speci- 
mens sent from other medical institutions, in the area controlled by 
the secondary unit, should also be dealt with here. We further suggest 
that this laboratory should provide a diagnostic service, particularly 
in relation to infectious diseases, for the general medical practitioners 
in the area. The service should be given free in the interests of pro- 
moting the public health and of encouraging the medical men in the 
area to adopt scientific methods of diagnosis. It is difficult to esti- 
niate the amount of work that this laboratory may be called upon to 
nndortake hut we suggest that a beorinning should be made with the 
staff included in appendix 3. It may, however, be necessary to 
limit in the earlier years the provision of diagnostic facilities to cases 
of communicable diseases. 

44. In order to make the service provided at the hospital as com- 
pieto as possible we have also included X-ray and dental departments. 

4u. A secondary unit is normally expected to cover an area with a 
population of about 600.000. Our proposal to establish a secondary 
unit in each district simultaneonsly with the inauguration of the plan 
scorns to require a word of explanation, as the population covered by 
^ne scheme in each district will reach only 400.000 by the end of the 
tll^f yoars.^ Two possible objections that may be advanced aro 
l^^aniinistration may be made too heavy at the top and that 
ere will be insufficient work for the staff at the headquarters of the 
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secondary unit. We may deal with the latter objection first. The 
scheme, which we are recommending, makes a departure from existing^ 
health administration in many directions and we feel that an experi- 
ment of this nature will require considerable supervision of the peri- 
pheral stafi. Further, it has already been shown that different forms 
of service through imperfectly trained staff, such as schoolmasters and 
villagers, will have to be organised during the short-term programme.. 
Their training will have to be planned and supervised by the staff at. 
the headquarters of the secondary unit. There will also be a consi- 
derable amount of work for the latter in organising the main lines of 
activity in the primary units. In our opinion the secondary unit 
organisation will find itself fully occupied with its manifold duties- 
fiom the very beginning, if the scheme is to be developed on proper 
lines. If this view of ours is accepted as a reasonably correct estimate 
of the situation, the first objection will also lose its validity. Moreover 
the laboratory services, which will be provided at the hospital of the^ 
secondary unit for the whole area under its charge, constitute an addi- 
tional reason for the establishment of the secondary unit simul- 
taneously with the inauguration of the scheme. We hope, however, 
that 30-bed hospitals serving the primary units will, as soon as 
possible, be provided with microscopes to facilitate early diagnosis of 
certain diseases such as malaria. 

46. Another secondary unit should be established when the popu 
lation covered by the scheme exceeds 600,000. In establishing thesr 
organisations care must he taken to ensure that, as far as possibk* 
existing administrative demarcations, a.gr., the sub-divisions of n 
district, are adhered to because the functions of the health services 
will have to be integrated with those of other departments of 
Government. 


Bate of Expansion of the Scheme daring the Firsts Ten-years 

47. The following tabular statement indicates how we propose that 
the programme should be implemented during the first ten years: — 


Year 


Popalatlon 

■erred 

Ko. of 
dtopen- 
■arleslQ 
primary 
units, 
each 
haring 
two 

emergency 
and two 

maternity 

beds 

No. of 
80-bed 
hospi- 
tals 
in 

primary 

units 

No. of 
se- 
condary 
units 

No. of 
200-bed 
hospi- 
tals 
in 

secon- 

dary 

units 

No. of 
500-bed 
hospi- 
tals 
in 

secon- 

dary 

units 

1st year 

6 

200,000 

6 

1 

1 

1 


2nd year 

6 

200,000 

6 

1 

1 

1 


3rd year . . 

6 

200,000 

5 

1 

1 

1 


4th year 

■m 

280,000 



’ 1 

1 


6th year 

■El 

400,000 

^■1 



1 


6th year 

13 

620,000 

13 

6 


1 


7th year 

16 

640,000 

16 

7 


1 

1 

8th year 

19 

760,000 

19 

9 


1 

1 

9th year 

22 

880,000 

22 

11 


1 

1 

10th year . 

26 

1,000,000 

26 

13 



1 


48. This table is only meant to indicate, in a general way, the lines 
on which expansion may proceed. It may be pointed out that, in 
every province, except Orissa, there are districts, the populations or 
which fall short of a million. In some provinces the number of snch' 
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districts is more than m others. It is therefore suggested that, when 
the population of a particular district is covered by the scheme before 
the ten-year period has elapsed (say, for instance by the oth or 7th 
year) the Provincial Government should devote the funds and trained 
personnel, which will thus become available, to advance the pro 
gramme in one or more of the densely populated districts, guch 
expansion may with advantage proceed first in industrial areas. 

49. In developing the programme on the lines indicated in the 
above table it must be remembered that the population covered by the 
scheme will depend upon the number of districts in individual pro- 
vinces. Por instance, in Madras Presidency, the population at the 
1941 census was 48'66 millions and the number of districts 24, while, 
in the United Provinces the corresponding figures were 55*02 millions 
and 48 districts. At the end of the first ten years, the population over 
which the scheme will extend in Madras will be 24 millions. On the 
other hand the population covered by it in the United Provinces will 
be 48 millions. In the case of Madras, provision would therefore 
have been made for a little less than 60 per cent, of the inhabitants 
while, in the United Provinces, the proportion of population served 
by the scheme would be much higher. There may also be other 
divergencies. In the Punjab, for instance, the number of districts is 29 - 
while the population at the 1941 census was 28*42 millions. There- 
fore, even allowing for some increase in the population by the end of 
the ten-year period, the scheme, if developed on the lines indicated 
above, will include within its scope practically the whole population. 

A proposal which, in its practical application, shows such widely diver- 
gent results in different provinces may possibly be open to criticism 
as laying upon certain provinces, a comparatively heavier burden than 
upon others. Examples are the Central Provinces, the North-West 
Frontier Province and Assam which fall within the same category as 
the Punjab as regards the proposed expansion of the health pro- 
gramme but have much smaller revenues than the latter. We there- 
fore sugfgest that individual provinces may proceed to implement our 
Tiroposals on the basis of providing, in each case, for at least half the 
population by the end of the first ten years (appendix 4). In appendix 

5 we have attempted to show how the different provinces may adopt 
this suggestion in their respective areas. We would, however, 
deprecate this recommendation of ours being interpreted as a sugges- 
tion that the rate of progress in the expansion of the scheme, over 
as wide an area as possible, should be delayed in those provinces in 
which the availability of funds and of trained personnel would make 
Tnore rapid progress possible. 

Certain Oth^r Aspects ot our Proposals 

50. We shall now proceed to examine certain aspects of the pro- 
gramme in greater detail and to make specific recommendations in 
respect of them for each of the two quinquennia constituting the ten- 
year period. In doing so we shall confine ourselves to personal health 
*^er vices. Other recommendations such as those relating to profes- 
sional education, environmental hygiene and medical research will be 
' f'nlt with elsewhere, as also the subject of industrial health. 

Hospital Frovlsloii 

51. Some idea of the provision proposed under our scheme for 
^^nernl medical relief in the eleven Governors’ Provinces may be* 
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obtained from appendix 5. A number of dispensaries with four 
beds in each and of 80-bed and 200-bed hospitals will be established in 
the provinces during the first five years of the scheme. During the 
second five-year period the number of 30-bed hospitals will be doubled. 
Each of these hospitals will thus serve two primary units instead of 
four. The 200-bed hospitals, attached to the secondary units func- 
tioning in the first six years, will be enlarged to include fiOO-beds and 
the new secondary units which will be created in the next four years 
will have their 200-bed hospitals. The anticipated numbers of these 
institutions are shown below: — 

Elbvbn Govbbnobs* Provikobs 



No. of 

No. of 

No. of 

No, of 


dispensa- 

30-bed 

200.bed 

600.bed 


ries with 
four beds 
in each 

hospitals 

hospitals 

hospitals 

End of the first six years 

2,293 

639 

216 

Nil 

End of the ten-year period . 

3,906 

1,990 

216 

139 


52. The distribution of beds in a 200-bed hospital is shown 
below : — 


No. of beds 


Medical 46 

Surgical • • • • 66 

Maternity 30 

Infectious diseases 20 

Pediatrics 16 

Bfalaria 10 

Tuberculosis . 10 

Mental diseases 10 

Leprosy .6 


53. The corresponding numbers of beds in a 500-bed hospital will 
be approximately two and a half times these figures. 

54. For tuberculosis, mental diseases and leprosy separate provi- 
sion is being suggested in special institutions. Even so, a few beds 
will have to be included in secondary unit hosnitals and these will 
provide material for teachinsr and research purposes. 

55. The total new provision for hospital beds of all types resulting 
from the proposals outlined in this note will be 100,725 and 279,820 
at the end of the first five and ten years respectively. (See appendix 
•6). The existing number of beds in British India is somewhere 
about 73,000 so that the figures for total hospital accommodation at 

the end of the two periods will become: — 

♦ 

at'the end of the first five years .... 182,782 or 

approximately 183,000 

at the end of the first ten years .... 352,820 or 

approximately 363,000 

On the assumption that the average population of British India 
4uring the first five years of the programme will be 816 millions and 
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during the second five years 887*5 millions, the ratio of beds to 
population will be as follows, if our programme is adhered to 


Beds per 1,000 population 


Atpreaent 

End of five-year 

End of ten-year 

programxne 

programme 

0*24 

0*65 

1-03 


The first five years will see an increase of over 100 per cent, and 
by the end of ten years the provision will have become more than 
four times the present figure. 

Certain Special Health Services 

56. Our recommendations imder individual heads such as malaria, 
tuberculosis etc., are discussed in detail in the sections dealing with 
these diseases and therefore only the briefest possible reference is 
being made here to each of them. 

Malaria 

67'. The importance of malaria, as a community problem, necesed- 
tates as much concentrated effort for its control as the availability of 
fimds and trained personnel will permit. The general plan that we 
propose is the creation of an organisation at the headquarters of each 
province for the administrative control of all malaria operations in the 
province as a whole, of smaller regional organisations numbering about 
five in the larger provinces and of a number of malaria control units, 
each under a medical officer with malaria training, for the active prose- 
cution of anti -malaria measures in the affected areas. The details of 
the staff suggested for each of these three types of establishments are 
given in appendix 14. It is recommended that, during the first 
five years, the headquarters organisation and ten control units should 
be established in each province and during the second quinquennium 
16 more such units and two regional organisations. 

Tuberculosis 

58. Under this head our proposals include the following: — 

(a) Institutional service 
The first five-year period: — 

(1) The creation of a 200-bed tuberculosis hospital for each 

unit of 10 million population. 

(2) The establishment of a large clinic (to be designated “Main 

clinic**), with facilities for the training of medical and 
non-medical tuberculosis personnel, at each of the places 
where the 200-bed hospital is established. 

On the assumption that the population of British India 
will be about 330 millions by the time the first five 
years of the programme are completed, the numbers of 
hospitals and main clinics required will be 33 respec- 
tively. 

(8) The creation of clinics of a smaller type at the headquarteis 
of each district in British India; the total number 
required, after deducting the 83 main clinics, will be 188* 
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The second hve-year period: — 

(1) 88 more 2(X)-bed hospitals. 

(2) 88 more main clinics at the same places where the new 

hospitals will be located. 

(8) 188 more district clinics. 

(b) Training facilities. 

At present the number of places, where facilities can be developed 
within a short time for the training of tuberculosis workers, medical 
and non-medical, is limited to hve in British India. It is proposed 
that these should be supplemented by seven more training centres 
in the provinces during the first five years of the programme. During 
the next five years each of the 200-bed hospitals and each of the main 
clinics in association with it will form a training centre, thus pro- 
viding 33 additional centres. There will therefore be 45 training 
centres in all working throughout the second quinquennium. It is also 
anticipated that, of the 33 new areas where a 200-bed hospital and 
a main clinic will be established, about 20 may be able to function as 
training centres during the last two years of the period. 

We are advised by a special sub-committee of tuberculosis experts 
which we appointed that about 13,000 medical men will require special 
training in tuberculosis in order to meet the needs of the country. 
As regards public health nurses we have already stated our view that 
the same nurse should, when visiting the homes of the people, carry 
out such preventive and curative duties as may be necessary in respect 
of tuberculosis, maternity and child-welfare, school health and other 
branches of health activity. It will thus be seen that the number of 
nurses required to be trained in tuberculosis work will be considerable 
A rapid expansion of training facilities has, therefore, been suggested 
ih order to meet this need for large numbers of trained doctors and 
nurses. 

Nntritkm 

59. We recognise the supreme importance of nutrition in the 
public health programme. At the same time we realise that the 
raising of the nutritional status of the community to a desirable level 
involves the solution of many problems which go beyond the sphere 
of the health administrator. These include measures directed 
towards improving agriculture, animal husbandry, fisheries, market- 
ing and food administration and the economic condition of the people, 
in order to place a balanced and sufficient diet within the reach of 
the masses in the country. We recommend that the immediate 
measures to be undertaken in the health sphere should include the 
creation of nutrition sections in the health departments of Govern- 
ments and the feeding of children in schools. The latter should bo 
a charge on the budgets of Provincial Education Departments. Details 
regarding the proposed nutrition section are given in appendix 7. 

Mateimlty and Ohild-Welfare 

60. Provision for maternity and child-welfare work forms an in- 
tegral and indeed as we have emphasized, a vital part of the districi 
health organisation outlined in this chapter. Each primary unit will 
be divided into four circles, one of them being associated with the 
headquarters of the unit. For each Circle the staff concerned with 
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>this branch of health activity will be a public health nurse, a midwife 
^nd a trained dai. The supervision of this staff will be carried out 
hy the woman medical o£&cer attached to the unit. The provision 
for institutional service will consist of two maternity beds in the 
dispensary at the headquarters of each primary unit and six beds for 
’the same purpose in each 30-bed hospital serving a group of such 
units. In each of these 30-bed hospitals there will also be provision 
for four cots for children. 

At the headquarters of the unit and of each of the remaining three 
<’ircles will be established a maternity and child-welfare centre which 
will form the focus from which the health care of mothers and 
‘Children will be carried into the homes of the people. The welfare 
centres will hold a weekly clinic at which as many expectant and 
nursing mothers, infants and children as can be persuaded to come, 
will be given medical care, suitable supplementary food and health 
‘education. The woman medical officer will conduct the weekly clinic 
at the headquarters of the primary unit and will visit the other iihree 
centres once every fortnight.. Alternate clinics in these centres will 
be conducted by the public health nurse who will carry out certain 
routine examinations and treatments under the guidance of the 
woman doctor. 

School Health 

61. We have conceived our school health programme on a wide 
basis, and have therefore considered it necessary to include in it not 
only the detection and treatment of the child's physical defects, but 
also the promotion of its general sense of well-being through the 
provision of better nutrition, through proper physical training and 
the inculcation of healthy habits. Our scheme provides for the 
training of two teachers from every school for the carrying out of 
certain special health duties to be assigned to them. 

In order to work out the administrative and technical details 
of the programme, we have suggested that the scheme should first 
be developed in the field training centre associated with the medical 
•college at the headquarters of each province, that it should later be 
extended to the headquarters of the secondary units in each district 
and, at a still later stage, to the headquarters of each primary unit. 

Dental Service 

62. It will not be possible to develop even the beginnings of a 
dental service during the first five years of the programme because 
of the total inadequacy of existing dental personnel. If our scheme 
•of dental education should proceed satisfactorily it would be possible 
to organise dental service on a modest scale during the next five 
years. Certain proposals for such a service are made below, although 
it is recognised that they may materialise in complete form only 
towards the close of the first ten years of the short term programme. 

fa) Every 500-bed hospital at secondary unit headquarters (139 

all)— 

Staff: 


Offloer-in-eharge of Dental Section . 

Orthodental Surgeon 1 

Dentists 3 

Dental Hygienists ^ 
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(b) Every 200-bed hospital at secondary unit headquarters (216» 


in aU)— 

Staff: 

Orthodental Surgeon . 1 

Dentists .2 

Dental Hygienists .4 

(c) A mobile dental organisation for each secondary unit — 
Staff: 

Dentist .......... 1 

Dental Hygienists 2 

Attendant 1 


The number of these mobile organisations, at the end of the- 
first ten years, will be 710. 

Venereal diseases 

63. The formation of an adequate plan for dealing with this pro- 
blem is complicated by the fact that very little reliable informatioDr 
is available regarding the incidence of these diseases in the com- 
munity. The development of our health programme and the conse- 
quent expansion of treatment facilities as well as special sample 
surveys by the health authorities are essential before we can get a 
fairly clear picture of the prevalence of infection in the population. 
In the meantime the immediate measures to be undertaken should* 
include the following: — 

(1) There should be in every province a Chief Venereal 

Diseases OflScer with a suitable establishment on the 
staff of the Director of Health Services; 

(2) Each district headquarter hospital should be provided with 

a clinic on the premises; 

(3) For each secondary unit hospital there should be a provi- 

sion of Es. 2,000 per mensem for the purchase of drugs^ 
for use at this hospital and at the other hospitals and 
dispensaries in the area for which it is responsible. 

The details of expenditure in connection with these proposals 
are given in appendix 8. 

Mental diseases 

64. Our proposals are: — 

(a) the creation of mental health organisations as part of the- 
establishments under the Director General of Health 
Services at the Centre and of the Provincial Directors 
of Health Services; 

► (b) the improvement of the existing 17 mental hospitals in 
British India and the establishment of two new insti- 
tutions during the first five years and of five more during 
the next five years; 

(c) the provision of facilities for training in mental health work^ 
in India and abroad, for medical men and for ancillary 
personnel in India; and 
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(d) the establishment of a Department of Mental Health in 
the proposed All-India Medical Institute. 

The details of expenditure are given in appendix 9. 


Leprosy 

65. We have made the following proposals for extending anti- 
leprosy work in the country: — 


(1) the establishment of a Central Leprosy Institute of India; 

(2) the creation of Provincial Leprosy Organisations; 

(3) increase in the existing provision fcr institutional treat- 

ment. namely, about 14,000 beds by an equal number 
in the first five years and a similar number m the 
second five years; 

(4j development of group isolation colonies and 
(5) substantial financial help to voluntary organisations- 
engaged in anti-leprosy work. 


Appendix 10 gives the details of expenditure under these heads. 

66 The number of doctors and of nurses, required under o^ 
scheme, is given below. Details are given in appendices 11 and lA 
respectively : — 


Doctors 


or approximately 

Nurses (including public health nurses) . 

or approximately 


First five First ten 
years. yeafs 
16,043 29,314 

16,100 29,400 

32,610 80,362 

32,600 80,400 


67 We propose that the fully trained public health nurse should, 

as far as possible, replace the health a 

present duv health visitor is imperfectly trained for the duties that 
woman worker of this type is expected to perform. At present the 
courses of training undergone by a health visitor 

in midwifery, which extends in different provinces from one year 
to a year and a half, and special training as a health visitor w^ch 
again^ lasts in different places from nine to eighteen 
general education ptandanl required also vanes from ^^e >o^* 
middle school grade to the matriculation. Only a vei 7 limited n^ 
her of persons with training in nursing enters the schools for he^^ 
visitors. On the other hand, the public health nurse ^ 
will have the full nursing qualification, including midwifeiy, a 
will, in addition, have been trained in a field training centre so as to 
develop the community outlook and experience in omici lary 
vice. It is only through the provision of such a type of woman 
worker that remedial and preventive health work can e ove . 
into each other and that a domiciliary service, including 
in connection with the treatment of disease, can be developed, ii 
f^nr long-term programme we have outlined the main fea nres o 
such a scheme, which we consider essential for an effective cam- 
paign against child morbidity and mortality as well as for safe- 
guarding the health of women. 
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ITumbers of Doctors and Nurses required 

68. We have given above only the figures for the number of 
doctors and nurses who would be required under the proposals we 
have outlined. These have been taken as examples to demonstrate 
the magnitude of the task involved in providing adequate trained 
personnel for the development programme. As regards doctors, the 
existing numbers, the figures for those who are expected to be made 
available under the training programme outlined elsewhere in this 
report and the numbers required for each of the two periods of ex- 
pansion under consideration are given below: — 


Total 


Number of doctors for British India 

Graduates Licenti. 

ates 

Existing numbers (approximately) . 

Expected to be made available J Ist 6ve years 
(approximately) . • L 1st ten years 

liTumbers required under our i3ro- f Ist five years 
posals (approximately) . \ Ist ten years 

So far as doctors are concerned the number required can thus 
be made available for the requirements of our short-term prc^gramme. 
69. As regards nurses J.he position is much worse. The relevant 


18,200 

29,200 

47,400 

4,565 

3,660 

8,226 

16,350 

5,572 

21,922 

15,043 

... 

16,043 

29.314 

... 

29,314 


figures are given below 


Existing number (approximately) .... 

U 

Expected to be made available (approximately) 

Number required (approximately), including public health 
nurses 


Number of nurses for 
British India 
7,000 

During the During the 
first five first ten 


years 

15,000 


years 

52,500 


32,600 80,400 


70. It will be seen that the numbers required cannot be inudc 
available under the training programme that we have recommended. 
(Jur proposals require 100 training centres, each taking 50 candidates, 
for the first period and an additional 100 centres for the next per.oth 
We have assumed that at least 75 per cent of the girls who undergo 
training will complete it successfully and become available for public 
service. The expected numbers of 15,000 and 52,500 during the first 
and second terms can only materialise if (1) the first 100 training 
centres are started at least two years before the health organisation 
begins to be established (this will ensure four batches of girls with a 
training of three years hein«7 made available during the first five years) 
and (2) if the remaining 100 centres are established during the first 
two years of the scheme in order to ensure that the second group of 
100 centres will contribute its quota of nurses at the end of the last 
year of the first quinquennium. 

71. In view of the large difference between the number of mines 
required and the number available, we suggest that a third set of 
100 training centres should begin to function before the third year 
of the second quinquennium. If the expansion in the training prO' 
grammes for nurses suggested above can he carried out, 300 centres 
will provide about 11,250 trained nurses during each year of the 
third five-year programme. At the end of the first 15 years 
the number of nurses trained will be about 108,750 while oin* 
Icng-fcrm programme envisages the employment of about 670,000 
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nurses. Although our training scheme may appear spectacular, it 
will be seen that the task of raising the number of nurses from the 
existing figure of about 7,000 to 670,000 will require an even more 
intensified effort in the subsequent quinquennia. 

72. We must, however, sound a note of warning here. Althou^^h 
we have recommended liberal stipends for the trainees in order to 
attract the proper type of women, we feel that, in many parts of 
the country, important social changes will have to take place if the 
numbers required in our calcialation are to be forthcoming. This 
factor introduces an appreciable measure of uncertainty into our 
•estimate of the number that may become available for service. 

In these cricumstances the employment of smaller numbers than 
those recommended in the different types of health organisation 
under our scheme may be inevitable and even the utilisation, in the 
initial period, of individuals with lower qualifications than those we 
have contemplated may be necessary. 

73. Certain types of health workers such as health assistants and 
hospital social workers do not exist at present while pharmacists (a 
more qualified type than the existing compounder) are also practi- 
cally non-existent. Reference is made to these categories of perscuinel 
only to emphasise the importance of starting the training prognimrne 
well in advance of the establishment of the proposed new health 
organisation. 

74. We have discussed in Chapter XVII I of this report, the subject 
of training hos})ital social workers. We consider it essential that a 
certain number of them should be attached to the hospitals associated 
with medical colleges to ensure proper undergraduate teaching in pre- 
ventive medicine and public health. This type of trained worker is, 
however, non-existent in India today and we anticipate that the organi- 
sation of proper training facilities for this class in the country will take 
the greater part of the first ten years of the programme. In order to 
tstablish such training facilities a beginning will have to be made by 
obtaining a few trained workers in this field from abroad by sending 
selected candidates from India for training to the United States and 
the United Kingdom and by developing Schools of Social Studies on 
the lines of the Tata Institute in Bombay. We anticipate rhat an 
appreciable number of hospital social workers is likely to be pro- 
duced only in the third five year period of our programme. 

Estimates of Cost 

75. The non-recurring and recurring cost of all our proposals for 
the short-term programme, including the establishment of the per- 
sonal health services described here, the creation and maintenance 
of the facilities for training health personnel which we have recom- 
mended and other items of expenditure, are given below separately 
lor the first and second five-year periods of the programme. The 
figures for recurring expenditure include the cost of maintenance of 
capital works at 3 per cent per year. In each period the estimated 
capital expenditure will, it is assumed, be spread evenly over each 

the five years. It is on this assumption that the maintenance 
oharges have been calculated. The figures also include provision for 
copayment of loans to finance non-recurring expenditure. Provision 

also been made for a leave reserve of officers and subordinate 
'Staff, at the rate of 10 per cent for men and 16 per cent for women. 

69 



OHAPTSIR IV 


Total estimated expenditure during first ten years 
programme: — 


(In oKotes of rupees) 


of the 


Non-reourring 
First Second 

First 

First 

Reourring 

Second 

First 

five years five years 

ten years 

five years 

five years 

ten years 

162*97 200- 02 

362*99 

170*10 

331*42 

601*52 

Amortisation 


26*76 

74 54 

100*30 

aznoont 

Total recurring 


195*86 

406-06 

601*82 

expenditure. 

Average annual 

. . 

39-17 

81*19 

60-18 

expenditure. 

Average estimated population of British India 

315 

(In millions) 
337*5 

1 

326*25 

Annual per capita expenditure . 

• V 

Rs. A. P. 

1 4 0 

Rs. A. P. 

2 7 0 

Rs. A. P. 
1 14 0 


District Health Unit 

76. In the preceding chapter, we have described the larger con- 
trolling organisation at the headquarters of each district. In our 
ten-year programme we are not recommending its inclusion because 
we do not consider that it will be essential during this period. The 
establishment of this organisation should be commenced as soon as 
the greater part of individual districts becomes covered by the scheme,, 
because, at this stage, coordination of the activities of individual 
secondary units will become imperative in the interests of efficiency. 
Such an expansion of the scheme, we anticipate, will take place in 
the third quinquennium, and the establishment of the controlliner 
organisation at the headquarters may therefore have to be taken in* 
hand at the beginning of this period. 


OEBTAIN OTHER POINTS IN OONNEOTION WITH OUR 

PROPOSALS 

Field Surveys 

77. We consider that a field survey is highly desirable in associa- 
tion with our programme of health development. Such a survey 
should cover all the more important facts relevant to the health of 
the area investigated, including information regarding existing facili- 
ties, governmental and other, for medical ^ and preventive heaWi 
services in the area. Further, as socio-economic factors are of im- 
portance in any study of community health, inclusion of information 
of this nature is also desirable. 

It will obviously be impossible for reasons of cost and because of 
the inadequacy of trained personnel to survey the whole area over 
which the scheme will be introduced in individual provinces. We 
suggest that the survey may be confined to the five primary units 
of each of two or three districts which can be selected as being more 
or less reni-esentative of the conditions prevailing over the province 
as a whole. The introduction of our programme in the areas con- 
cerned, should, however, not be delayed because the survey has not 
been completed. 

We would also suggest that the Central Health Department 
should draw up a detailed programme for these surveys in order to 
enable provincial governments to carry out this preliminary study on 
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a fairly uniform basis. The training of the personnel employed for 
thie purpose in the different provinces should also be imiform as far 
as possible. This will require that the training for such workers 
should be limited to a few centres. The All-India Institute of 
Hygiene and Public Health would be one such ^suitable centre for 
training. If, as has been suggested by some of us, Delhi Province is 
developed as a demonstration centre, it will also provide suitable 
facilities for the training of the survey personnel. A centre for South 
India can probably be provided in the Province of Madras through 
the combined facilities that the King Institute, Guindy, and the 
Madras Public Health Department can provide. 

Housing Accommodation tor the Health Staff 

78. We consider it essential to provide suitable housing accom- 
modation for the staff of the primary and secondary units and for the 
staff attached to the hospitals of different types which we have re- 
commended. The total capital expenditure on the provision of 
accommcjdation is estimated at 48*10 crores during the first five years 
and 01*67 crores during the next five years. These are large sums 
of money but, in our view, the expenditure is fully justified. We 
consider the provision of accommodation essential in the interests of 
efficiency. Every health administrator is today faced with the nro- 
olern of persuading doctors to settle in the villages. The absence in 
rural areas of the amenities that are generally available in towns, 
including housing and water-supply, and inadequacy of facilities for 
educating children are some of the factors retarding the flow of 
doctors from urban to rural areas. The same tendency is noticeable, 
though to a smaller extent, in respect of other types of health per- 
sonnel. In the circumstances we consider that the provision of 
housing is fundamental to the success of our scheme. Without such 
provision it will be difficult to keep the staff contented and happy. 

79. Nor need the expenditure of public funds on housing for the 
staff be a drain on the resources of the country. It would certainly 
be ecpiltable to recover from the occupant a suitable rent which 
should in any case not exceed 10 per cent of the individual’s salary. 
We think, however, that employees drawing Bs. 50 a month or less 
should be given free quarters. 

Cooperation of the Health Services with other l>epartment6 of 
Government 

80. We have already stressed the need for the national programme 
of reconstruction being developed on a broad front. In fact the 
advance that can be made in any one section of this front will largely 
depend on the progress made simultaneously in others. For 
instance, an improvement in the nutritional status of the people, their 
education, the spirit of cooperation developed among them will all 
help to supplement the activities of the Health Department in raising 
tile standard of health of the people. In the circumstances we ccn- 
pider it important that, simultaneously with the inaueruration of the 
henlth scheme, the reconstruction plans of other Departments of 
fiovernmont should be brought into operation in the same areas. 

Village (JommunicatlonE. 

81. We must emphasise the vital importance of developing village 
communications in order to enable the health organisation to offer 
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etiicient service to tlie people. Without these our whole plan for the 
rural areas may either be paralysed or lose much of its effectiveness. 
'J’he staff of a primaiy unit should, in order to give efficient service^ 
be able to move rapidly to every part of the area covered by the unit 
while effective supervision, on which depends the success of the 
scheme, would become impossible unless inspecting officers could 
visit all parts of their charge easily and frequently. Moreover, tho 
economic life of the rural areas will be quickened by the establish- 
ment of closer relations with the towns and the earning capacity 
of the villager will be raised. The health and welfare of the village 
population largely depend on the development of rural communica- 
tions and we would unhesitatingly support the need for giving priority 
of the highest order to such development, even at the expense of 
the projected programme of highways throughout the country. 

Ambulance 

82. The provision of ambulances for the transport of patients is an 
important factor in the improvement of the efficiency of the health 
services. For each 30-bed hospital two motor ambulances and one 
animal drawn ambulance have been provided. These will, however, 
prove of limited value if village communications remain undeveloped. 

Travelling Dispensaries 

83. In the more sparsely populated parts of individual provinces 
it may be found advantageous to provide travelling dispensaries in 
order to supplement the health services that will be made available 
to the people through the primary health units. The areas in 
wliic'h these travelling dispensaries should be provided and the extent 
of such provision are matters which can be settled only in the lisht 
of local knowledge and wc must therefore leave it to Provincial 
Governments to work out the details. 

I lie effective functioning of these dispensaries will also require 
the development of rural communications on the widest possible 
scale. 

Utilisation of the Buildings, Equipment and Personnel that will be 
made available from the Army after the war 

84. The war, with all its attendant evils, may we hope be pro- 
ductive of some beneficial results. The needs of a modern Army 
have brought into existence a number of health services and the p(‘r- 
sonnel, equipment and buildings connected with these can, in many 
cases we believe, be advantageously utilised in the development of 
our health programme. Anti-malaria units, hygiene squads, 
hospitals constructed for war purposes, military camps, large 
air fields in different parts of the country with all the necessary 
amenities such as roads, water-supply and lighting, motor vehicles 
of various types, should, we suggest, be made available on easy terms 
for the development of the health programme throughout the 
country. Certain large camps situated at convenient distances from 
large cities and connected with them by good roads should prove 
particularly useful in developing institutions for chronic cases and 
incurables. Such institutions are, apart, from their humanitarian 
aspect, of special value for the training of medical students. At 
present, the pressure on beds in existing hospitals is so heavy thaf 
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chronic cases have little chance of being retained, as they have to 
make way for the continuous stream of new patients flowing into 
these hospitals. 

Medicinal spas 

86. We understand that there are a number of thermal and other 
springs in different parts of the country, which are capable of deve- 
lopment into medicinal spas. Some of these are centres of religious 
worship and we believe that their conversion to such use is not 
possible for many years to come. On the other hand, there are 
others which have no religious significance attached to them. The 
possibility of developing these should, in our view, be investigated: 
by the Provincial Governments and by Administrations under the 
Central Government. 

Xatablishment of field training centres in association with trai n i ng 
institutions 

86. In the section dealing with professional education we have 
dealt with the need for providing field training facilities for all types 
of healtli workers, medical and non-medical. We propose that the 
training centre for each college should consist of 15 primary units^ 
under the control of a secondary unit. In our view the provision of 
such training centres can advantageously be made by increasing, in 
those districts in which medical colleges already exist or will be estab- 
lished, the five i)rimary units proposed for every district at the initial 
stage of our programme to the retjuired number of fifteen units with 
the l(\ast practicable delay. The establishment of these training fields 
in association with teaching institutions will thus help to extend the 
)iew hcalih services to further sections of the population. 

Delhi Province to be developed as a Demonstration Area 

87. In the proposals outlined in this chapter we have confined our 
atloution to the eleven Governors' Provinces. Conditions in Ihe 
Centrally Administered Areas vary greatly so that any proposals put 
forward on uniform lines will not be applicable to them. The Delhi 
Ih’ovi:; sfands by itself among the Centrally Administered Areas 
and w c are giving it detailed consideration in a separate chapter. 
Romo of us are definitely of the view that the Central Government 
should make this Province a demonstration area by implementing 
the proposals of the Committee as well as those of other Committees 
which have put forward schemes for post-war reconstruction. So far 
as our proposals are concerned, we feel that they make such a 
departure from existing practice in the fields of health adn^nistra- 
tion and professional education that a demonstration of the way in 
which our programme can be carried out effectively will be of the 
greatest value to the Provinces in developing their programmes. 

88. As regards the other Centrally Administered Areas we feel 
that the proposals outlined in this and the previous cha[)ter should 
providt^ sufficient material to enable local administrati ons to develop 
f>lans suilable to tlieir individual territories. 

CERTAIN OBJECTIVES POR THE THIRD PIVE-YEAR 

PROGRAMME 

89. We have already stated that it will be difficult to formulate 
<lefinite plans beyond the first ten-year period. For reasons we have 
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Already discussed the rate of progress in the proposed expansion of 
health services is bound to vary in individual provinces. A pro- 
.gramme for the succeeding five years must naturally be based on 
what has been achieved during the preceding period. Any^ sugges- 
tions we niay put forward therefore for the third quinquennium can 
have relevance only as a general guide to Provincial Governments. 
Due regard will have to be paid to what has been accomplished in 
individual provinces and the proposals for the third five-year term, 
which we give below, may in consequence have to be modified. We 
may emphasise that only certain broad suggestions are being put 
forward. 

Third Five-Tear Term 

(1) Hospital accommodation to be raised to 2 beds for every one 
thousand of the population. 

At the end of the first ten years our scheme provides for one bed 
per 1,000 population. 

(2) Expansion of the scheme so as to cover three-quarters of the 
population of individual districts, wherever possible. 

(3) The creation of 12 new colleges in addition to the 43 to be 
'established during the first 10 years. 

(4) The establishment of a fourth set of 100 training centres for 
nurses. 

(5) The training of* 500 hospital social workers. 

90. There are two questions which might perhapa be suitably dealt 
with at this stage. These are: — 

(1) Is it wise to save those who are physically unfit, either 

through inherited disabilities or through faulty develop- 
ment, by interfering with nature's process of elimina- 
tion? 

(2) By reducing morbidity and mortality through a national 

health programme may we not be aggravating the 
existing pressure of population on the nation's re- 
sources, a pressure which many are genuinely apprehen- 
sive has already become too heavy for the country to 
bear? 

91. We recognise that it is not easy to provide complete and satis- 
fying answers to these questions. Nevertheless, we feel that, as 
the fears and misgivings implicit in them cannot escape the attention 
•of thoughtful men and women, it is incumbent on us to set forfch 
our viw^s. 

92. Fronj day to day we are faced, as individuals or as a commu- 
nity, with the necessity for taking decisions in respect of courses of 
action which are charged with the potentiality of producing results, 
both good and evil. In taking such decisions our safety seems to lie 
in following those moral and ethical ideas which mankind has been 
developing through the ages as the basis of social justice. If we do 
so we must come to the conclusion that there can be no going back 
and that we must press forward with our programme of health deve- 
lopment, although it must be admitted that we do not see at present 
how we shall^ steer clear of certain dangers which appear indistincii 
hut orninouB in the distance. 
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98. In regard to the hrst question, we may say that, in the 
experience of countries where community health programmes have 
iunctioned for some time, the purposeful saving of lives, which might 
otherwise have been eliminated, has not, to our knowledge,' been 
accompanied by any recognisable signs of a deterioration of the 
•national health. It is on infant life that environmental and other 
adverse conditions produce the greatest possible harm and the ques- 
tion under consideration can perhaps be studied best in relation to 
this section of the population. We may quote here the remarks of 
Sir Arthur McNalty, a former Chief Medical Officer of the Ministrv 
of Health, England, in his annual report for 1936, as that country is 
dihe one with the longest record of national effort for the improve- 
cnent of the health of the people. He says: — 

“In last year’s Eeport, speaking of the difficulty which must 
confront continuous reduction of the rate of infant 
mortality, reference wag made to the view that, under 
modern conditions, some weakly children survive the 
first year who, a generation ago, would have perished 
soon after birth i That such cases happen and that, in 
the aggregate, their absolute number may be large, is a 
proposition which one would have supposed to be indis- 
putable. Nevertheless, some readers have seen in this 
statement support of the obsolete theory that national 
vigour is impaired by saving the lives of the “unfit” — 
t.a., of those who perished under a particular environ- 
ment. According to the adherents of this doctrine 
environmental measures calculated to save the lives of 
the “unfit” would have the result of decreasing the 
overage stamina of survivors and so lowering the re 
sistance of the population at later ages. As 6ir Arthur 
Newsholme has frequently pointed out, decline in rates 
of mortality at ages after infancy has not slackened since 
infant mortality began to fall. In the Annual Beport 
for 1933 (pp. 17-24) Sir George Newman also drew atten- 
tion to the enormous improvement in the rates of 
mortality in early childhood and adolescence. Thus at 
ages 1-2, 2-3, 3-4 and 4-5, the rate of mortality in 
1926-32 was less than one-quarter of the corresponding 
rate in 1861-70 and less than one-half the rate cf 
1901-10. Even in the years of adolescence, 15-20, 
where some slackening in the rate of decline is observed 
the death rate In 1921-80 was only 39 per cent of that 
registered in 1861-70. So far then as rates of mortality 
are to be trusted, it is certain that the spectacular fail 
x)t infant mortality within this century has not been 
associated with any deterioration of mortality rates at 
later ages. That improvement of the environmental 
conditions of infancy has been at the expense of later 
ages, is a proposition unsupported by any evidence.” 

94. In Sir Arthur McNalty's view therefore the active pursuit of 
measures for improving the health of the weakest and most vulnerable 
■section of the community has not resulted in a lowering of the health 
of the nation. Further, so far as the moral and psychological aspects 
•of the question are concerned, we feel that we shall be justified in 
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ciaiming that it is comjjassion for the sick, the helpless and the weak 
that will eventually become the bond for welding humanity into one? 
homogeneous whole. 

95. It may sometimes happen, as in the case of the poet Keats.- 
that it is the frail body that harbours within it the finest flower of 
the human spirit. Shall we not be right in demanding that Nature 
shall not be permitted to eliminate, in her ruthless vvay, such Iver- 
sons, whose contribution to the sum total of human happiness may 
prove to be of the highest type? 

96. As regards the population problem, we have devoted a special 
chapter to it and discussed there the possible consequences of large- 
increases in population and certain suggestions for dealing with them. 

97. The minute of dissent, which follows this paragraph, is mainly 
critical and not constructive. It only recommends that there shouldi 
bo *'as even a distribution of facilities accruing from increased per- 
sonnel, accommodation and equipment, as requirements of special^ 
institutions, geography and density of population may permit"'. We* 
consider that such a recommendation is far too nebulous to be of any 
practical value to health administrations in the country. Further, if 
it is accepted and acted upon by these administrations, the result 
may be a congeries of unplanned accretions to the existing organisa- 
tions for medical, relief and preventive health work and w^e are doubt- 
ful whether any appreciable improvement in the public health wall be 
effected. On the other hand w^e believe we are right in claiming- 
that, in the scheme w^e have put forward, we are advancing a hew 
conception of health development in the place of the existing system* 
of curative and preventive health services functioning, to a large 
extent, independently of each other with results w^hich are far from« 
satisfactory. We have recommended a scheme which will, from the- 
beginning, promote the development of remedial and preventive- 
healtli work on a unified basis as w^ell as provide for an integrated' 
institutional and domiciliary service to the people. In all progres^^fivc 
countries these requirements are considered essential for a modern 
health organisation. We therefore consider that the acceptance of 
the recommendation made in the minute of dissent will result in pre- 
venting or postponing indefinitely the development of an efficient 
liealth service in the country and in securing no adequate return for 

large outlay of money and effort involved in the training of health' 
personnel and in the establishment of institutions under the scheme. 

\\ c ennnot .-ilso permit a statement made in tlio minute of dissent; 
to pass without comment. They say that w'e have favoured the estab- 
lishment of the scheme in a limited area, in the first instance, om 
the following two grounds: — 

(1) That the existing personnel lacks the training to make pre- 
ventive medicine an integral part of medical relief. 

(2y That zoning of the operation of the proposed system of medicah 
relief is essential for demonstration of expected results. 

As regards (1) above, there seems to be no fundamental difference 
of opinion between them and the rest of us. They have suggested 
short courses of training for medical men in order to equip them* 
fur corril)ined duties in the fiehls of medical relief and preventive* 
w'ork: From para. 22 of this chapter it will be seen that the* 
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recommendation of the rest of the Committee is the same. The* 
need for such training, if any scheme of health development is to be 
worked successfully, is therefore accepted by all. But the existing, 
medical personnel with such training, supplemented by those likely 
to be made available through the training programme of the short- 
term, cannot possibly suffice to extend the health organisation over 
the country as a whole. It therefore seems inevitable that a health 
programme such as the one we recommend must be implementedi 
in stages. 

As regards (2) above, we have recommended no zoning of each 
district into two areas in the sense understood by the writers of the 
minute of dissent. If the necessary funds and staff are available there 
is no reason at all why individual Governments should not proceedi 
beyond the programme which we have drawn up as a general guide* 
to the provinces. We have, indeed, recommended such expansiom 
in the last sentence of para. 49 of this chapter. 


A Note on Medical Relief by Br. Vishwanath and Dr. A. H. Butt 

The scheme recommended will split up medical relief into two 
parts. To start with, the scheme will cater for only one-fifth of the 
population of each district and eventually may come to serve half 
of the population. It is supposed to absorb almost all the output of 
medical personnel from training institutions as well as the great 
bulk of finances. Almost all the up-to-date buildings, equipment 
and well-trained personnel will be located in the area of operation of 
this scheme. During the short-term programme the major part of 
the country will still be served by the existing organization. Dis- 
parity of amenities provided in the two areas, will be too flagrant to* 
escape public notice. Acute discontent and resentment is bound to* 
prevail in the areas left outside the service provided by this short- 
term scheme. 

Concentration of improved facilities in selected regions seems to* 
be favoured on two main grounds: — 

(1) That the existing personnel lacks the training to make pre- 
ventive medicine an integral part of medical relief. 

( 2 ) That zoning of the operation of the proposed system of 
medical relief is essential for demonstration of expected results. 

We regard these considerations invalid and inappropriate. In 
our opinion the registered medical profession in India is as well 
informed, as its counterpart in any other country in the world. Its- 
weakness is mainly quantitative and not qualitative. Its service- 
element can be easily oriented to the performance of combined func- 
tions in the fields of Medical Relief and Public Health by attending- 
short courses of instruction organised for the purpose. Instructions 
so obtained can later on be implemented by directions imparted 
through circulars, inspecting officers and short visits to headquarters 
^t stated intervals, where later developments in techniques can be 
<^mon8trated by higher officers of Medical Relief and Public Health 
i^epartments. 

As for the value of zoning for demonstrating results, we must? 
®tate that we are strongly opposed to making any areas or popiila- 
into experimental units. No system of medical relief or pre- 
ventive medicine should be applied to the people, the results of 
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which are not already proved to be beneficient to an eminent degree. 
This application must be as wide and uniform as the resources of 
the State in material and personnel perpiit, at a given time. The 
•existing machineiy of medical relief, however^ inadequate and un- 
satisfactory is not ill-suited to furnish the foundations for ^ evenly 
spread improvements. The scheme proposed by the majority will 
establish dyarchy of medical administration in each district. 
Between the existing arrangements which will be operative over the 
major part of a district and the new on which will be showered all 
available facilities of personnel and equipment, there is bound to be 
considerable friction which will react detrimentally on the volume 
and quality of the social service. We advocate as even a distribution 
of facilities accruing from increased personnel, accommodation and 
equipment, as requirements of special institutions, geography and 
density of population may permit. 
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CHAPTEE V 

THE NT7TB1TION OF THE PEOPLE 

Intioductioii 

1. In view of the great importance of the subject we considered 
it necessary to obtain the advice of outstanding nutrition workers 
in the country before formulating our proposals. The Indian 
Eesearch Fund Association has a Nutrition Advisory Committee 
of which the Chairman is the Public Health Commissioner with 
the Government of India, and the Secretary, the Director of the 
Nutrition Eesearch Laboratories, Coonoor. The members include 
most of the important laboratory workers in the subject in different 
parts of the country, public health officials actively engaged in 
nutrition work and certain officers of the Government of India such 
as the Agricultural Commissioner, the Animal Husbandry Commis- 
sioner and the Educational Adviser. At our request, this Com* 
mittee prepared a valuable report on the. subject and, in the suc- 
ceeding paragraphs, we shall freely quote its views. 

2. We fully endorse the view of the Committee that the national 
health campaign is concerned not only with the prevention of 
disease, but also with the development of a healthy and vigorous, 
population and that improved nutrition plays an important part in 
preventing sickness as well as in promoting positive health. To 
quote from its report: 

‘'The modem public health movement is not concerned solely 
with the prevention of disease. It has the broader aim of creating 
an environment in which each individual can develop his poten- 
tialities fully and completely. This is particularly true as regards 
nutrition. Malnutrition produces states of ill health and lowered 
physical efficiency, short of actual disease, which are perhaps more 
important, because more widespread, than disease itself. Numerous 
investigations among school children in India have shown that a 
large percentage of children are in a poor state of nutrition, with 
consequent impairment of physical and mental growth. Again, in 
the adult population the ill-effects of malnutrition are widely evi- 
dent in the shape of a low level of general health and reduced capa- 
city for work. On the other side, the striking improvement in the 
condition of army recruits which takes place after a few months of 
abundant and satisfactory feeding, is highly significant. 

“The positive aspects of the campaign for improved nutrition 
must be strongly emphasised- Freedom from disease is one thing, 
abundant health is another. The goal to be aimed at is the creation 
of a healthy and vigorous population." 

The Nutrition Problem in India 

3. We have discussed, in our review of the subject in the pre- 
vious volume of the report, the average Indian diet and pointed out 
its many deficiencies. We may, however, refer to the matter 
again here briefly. There is reason to believe that both under- 
nutrition and mal- nutrition exist widely in the country. The daily 
energy requirements of an adult of either sex, living an ordinary 
^e v^hout manual labour, has been estimated at 2,400 calories to 
be derived from the food that is assimilated. Those who do mode- 
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fate work require 2,600 to 2,600 calories, and those who are engaged 
du occupations involving hearvy manual work require about 2,800 to 
Ill Health Bulletin No., 28, “The Nutritive Value of Indian 
ioods and the Planning of Satisfactory Diets”, (1941), an insufficient 
.and ill-balanced diet giving only 1,750 calories per day is described 
by Dr. Aykroyd, the Director of the Nutrition Kesearch Laboratories, 
■Coonoor as “typical of diets consumed by millions in India”. It is 
•clear that, from the point of view of energy requirements, such a diet 
is quite insufficient. 

4. The quality of a diet depends on its being able to provide cer- 
tain essential chemical entitiec in proper proportions. They are (1) 
•carbohydrates, (2) proteins, (3) fats, (4) minerals and (5) vitamins* 
‘(Carbohydrates form the main energy-yielding element in our diet. 
Wheat, rice and other cereals form our chief sources of carbohyd- 
rates. Sugar is another. Proteins are an essential constituent' of 
•our food as they are utilised in building up the body and in replac- 
ing tissue waste. They may be of animal or of vegetable origin. 
Speaking generally, the former are more valuable than the latter. 
Their “biological value” is said to be high and they are often 
called first class proteins. Our chief sources of animal protein are 
milk, eggs, fish and meat, while the pulses constitute important 
sources of vegetable protein. A certain proportion of the total in- 
take of protein should consist of first class proteins, if the diet is 
io be considered satisfactory from the nutritional point of view. All 
•over the world, the production of articles of food, providing animal 
protein for human consumption, is recognised to be more costly 
than the production of articles containing vegetable proteins. Pats 
nre generally available to us either in the form of ghee or butter, 
•of vegetable oils nr of the fat of animals derived from meat and fish. 
Tn order to obtain a sufficiency of the different minerals required by 
the human body, the oonsiiraption of a variety of vegetables is 
necessary. Vitamins are considered essential for the proper utilisa- 
tion of food and for the satisfactory functioning of the body, \\1iile 
they are found in the different articles of food we consume, laboratory 
methods of productioji have more recently been developed in respect 
•of a number of these vitamins. 

5. From tlie point of view of quality, the main defects of the 
average. Indian diet are : an insufficiency of proteins (in respect of 
both total intake and of first class proteins), of mineral salts and of 
vitamins. Rice is the staple cereal over large parts of the country, 
and in the rice-eating areas the consumption of pulses, which pro- 
vide vegetable proteins and certain vitamins, and of milk, eggs, fish 
and meat is definitely low. The consumption of vegetables and 
fruits, is also much below the desirable level. Lastly, the average 
rice-eater s diet does not include a sufficient quantity of fat of vege- 
table or animal origin. 

6. We shall first deal with the main question of raising the 
dietary standard of the people, and later make certain recommenda- 
tionj8 in respect of two closely associated problems, namely, control 
of (1) the purity and (2) the quality of the food supply of the com- 
munity. 

•General Measures 

7. The general raising of dietary standards throughout the 
country is, as pointed out by fhe Nutrition Committee, basically 
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“an economic problem, the solution of which is dependent on the 
tscientific^development of agriculture, animal husband^ and fisheries, 
and the simultaneous development of industrial riesources. Eoo- 
iiiomic surveys have shown that the poorer sections of the community 
ucannot afford to purchase ar nutritionally adequate diet; they have 
^also shown that with rising income the diet becomes more satisfac- 
»tory and approaches more closely to approved nutritional standards. 
.An increase in the prosperity of the country, associated with a rise 
in agricultural production, will thus automatically produce a general 
improvement in nutrition. It is not, however, sufficient to point 
^out that the latter is dependent on, and will follow, a change for 
.’the better in economic conditions. Agricultural and economic poli- 
*cies must be established which have as their primary objective the 
^betterment of diet. A food policy is necessary, and this must be 
rfirmly based on nutritional science-*^ 

8. We suggest that Provincial Governments should place before 
rthemselves the objective of meeting their essential food requirements 
frbm their own territories to the utmost extent to which this may be 
])ossible. The Nutrition Committee points out that “The United 
Nations Conference on Food and Agriculture (1943) accepted the 
rprinciple that governments are responsible for introducing general 
and specific measures for improving the diet of their people- The 
♦Conference in addition to making recommendations about the feed- 
ing of “vulnerable” groups, the necessity for education on nutrition, 
etc-, broadly outlined the method of approach to food policies de- 
-signed to improve nutritional standards. Its views may be sum- 
marised as follows: — 

“The first step, in planning nutritional problems, is to estimate 
the average consumption of the various foods by the population 
• concerned, preferably on a per capita basis. The rough data about 
'food intake so obtained should be checked by family diet surveys. 
The state of nutrition of the population should be investigated "by 
medical and public health workers. In this way the defects of the 
national diet will be made manifest. The adjustment of agi’icultural 
.and economic policy to correct the defects follows. 

“On the question, of dietary standards, the Conference made the 
'following recommendations : — 

“That governments and authorities here represented adopt as 
the ultimate goal of their food and nutrition policy, dietary standards 
or allowances based upon <?cientific assessment of the amount and 
quality of food, in terms of nutrients which promote health, and 
distinguish clearly between these stand.ards and the more imme- 
diate consumption goals which necessarily must be based upon the 
practical possibilities of improving the food supply of their popu- 
lations. 

“Because of the inaccuracy of existing food production data, it 
is impossible to indicate precisely the increase and changes in food 
production which are necessar}^ to raise the diet of the population 
to a satisfactory level. Nutrition workers can, however, lay down 
standards for requirements of the various important foods which 
cam be used as the basis of All-India or provincial food policies* 

“The ultimate objective should be the provision of an optimum 
diet for all, irrespective of income, and plans should be^ laicf to 
Teach the objective by forced march, stage by stage, within a speci- 
fied period of time. The governmental machinery at the centre and 
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in the provinces necessary to plan and execute food policies cannot 
be considered in this report. In view of the inequalities hi the pro^ 
duction and consumption of various foods in different parts of .the- 
country, technical and financial assistance from the centre and oo* 
ordination of provincial effort are obviously desirable. The distri* 
bution of food, with the various problems it involves, is as import- 
ant as its production. 

“It is the responsibility of nutrition workers to assess the food 
requirements of the population on a satisfactory basis. The infinitely 
more formidable task of fulfilling these requirements lies beyond 
their sphere of action. It would be outside the scope of this report 
to discuss the scientific development of agriculture, animal hus- 
bandry, fisheries, the mechanisation of farming, irrigation schemes, 
co-operative societies, consolidation) of holdings^ the need for the 
large scale manufacture of fertilisers, rural transport, and other 
questions of equal importance which bear on the problem of increas- 
ing food supply and raising dietary levels. Close contact between, 
nutrition workers and those concerned with food production in ita 
various aspects is, however, vitally necessary, if food planning is 
to be developed along satisfactory lines. Special emphasis may be 
placed on contact between nutrition and agriculture, amimal hus- 
bandry and fisheries. Nutritional advice is required in connection 
with crop-planning, the production of new varieties of seed, and 
numerous other matters. The activities of central asnd provincial 
food administrations, both during the present period of food short* 
age, price control and rationing and in the future when progressive 
plans are being developed* should be guided by advice and assistance- 
from nutrition workers. 

Specific Measures for Improving Nutrition 

“(A) Nutrition work in Public Health Departments. — Public health 
nutrition work is as important as other activities of public health 
departments, such as the prevention of epidemics, the disposal of 
sewage, etc. It follows that health organisations must be extended 
so as to include work in the field of nutrition among their recognised 
functions. 

“(a) Nutrition work in the Central Health Department. — The 
Central Public Health Department should include a highly trained 
nutrition specialist with wide experience of the public health aspects of 
the subject. The specialist will be on the one hand in touch with ex- 
perts in other branches of public health in the Central Health De- 
partment and on the other with the central nutrition research orga* 
nisation, provincial nutrition sections, and research workers in Qie 
nutritional field. He should advise the Central Government on 
nutritional policy through the Director General of Health Services. 

“(b) Nutrition sections of Provincial and State Public Health De- 
partments. — ^The section should be in charge of a nutrition officer of 
the rank and status of an Assistant Director of Health Services with 
a suitable staff. The staff required will depend on the size amd popu- 
lation of the province, the extent of the problem of malnutrition, 
etc. The training and qualifications of public health nutrition 
workers will be considered later. The section should include a pro- 
perly equipped and staffed laboratory. The following are among ifo 
Important duties and functions:-— 

(i) Study of the compositioii of foods of local importanee. 

(ii) Diet surveys. 
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(iii) Investigations of the incidence of malnutrition and defi- 

ciency disease and of any public health problems asso- 
ciated with nutrition which may arise. 

(iv) Apart from these special lines of research, nutrition re* 

search generally may be included among the functions 
of the nutrition section. 

(v) The section must pay special attention to the nutrition of 

‘vulnerable* groups, e.gr., infants, children, expectant 
and nursing mothers and students. It should work in 
association with such branches of public health as 
maternity and child-welfare and school medical inspec- 
tion. The nutrition of industrial groups is also a ques- 
tion of great importance- 

(vi) The section should serve as an information bureau on 

nutrition for the benefit of other departments and the 
general public, and be responsible for providing material 
for education and propaganda. It should advise about 
diet in public and private institutions. 

(vii) Nutrition sections should be in close contact with food^ 

departments, educational departments, and agricultural, 
animal husbandry, fisheries and marketing departments. 
They should coordinate work sponsored by local bodies 
and private organisations. 

(viii) A suitable duty of the nutrition officer will be to act as 
Secretary of the Provincial Nutrition Committee, refer- 
red to below. He must also maintain contact with 
nutrition research institutes in order to keep in touch 
with advancing research. 

“In the public health departments of large municipalities nutri- 
tion work should be developed along similar lines, though no doubt 
on a smaller scale. 

“While special emphasis is placed on the employment of specialis- 
ed nutrition officers in public health departments and on the creation^ 
of nutrition sections, it is equally necessary that all public health 
workers should have a sound knowledge of nutrition. To this end 
their training must include satisfactory instruction on the subject. 
This is particularly important in the case of health workers at the 
periphery, e.g., health visitors, health inspectors, etc., who are in 
direct contact with the people. 

“(B) Provincial Nutrition Committees , — These committees, should^ 
include experts in nutritional science, agriculture, animal husbandry, 
fisheries, marketing, food administration, economics, etc., and advise 
governments on questions which concern the nutrition of the popu- 
lation. While their work should be essentially technical in nature^ 
they may also include purely administrative officers, with the object 
of securing co-operation in their activities from the administrative' 
side. 

“(C) Deficiency diseases , — ^The prevention of deficiency diseases- 
is an important responsibility of public health nutrition sections. 
Deficiency diseases tend to disappear with a rise in the standard of 
living and a general improvement in diet, but it is not necessary to- 
await such developments before launching the attack. 
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“ Specific methods can often be efEectively used. For example^ 
Iberiberi may be prevented by the distribution of pure vitamin Bl, or 
u^by popularising the consumption of certadii kinds of rice, osteomala- 
-cia by the use of vitamin D or by changes in social habits involving 
greater exposure to sunshine, and goitre by the use of iodised salt. 
;Each deficiency disease presents a specific problem of prevention 
and the most feasible and effective methods of approach can be dis- 
covered only by trial of different methods in various areas and groups. 
"For the development and application of satisfactory preventive 
’.measures active public health nutrition sections are essential. 

“(D) The nutrition of expectant and nursing mothers and 
infants. — These groups are specially vulnerable to the ill effects of 
malnutrition. If a child is to get a good start in life, its mother must 
be properly no\irished, and it must itself receive a satisfactory diet 
» during infancy and early childhood. Special attention must, there- 
fore, be given to the needs of mothers and infants. In various 
'Western countries measures are taken to supply additional nutri- 
tious food to expectant and nursing mothers of the proper classes 
and to provide cow s milk to infants for whom breast milk is not 
.available at all or not available in sufficient quantities- It is the 
’ responsibility of public health departments, through maternity and 
.child welfare services, to supervise the feeding of mothers and in- 
fants. The farther development of sucb services, with special refer- 
'ence to nutritional activities, is much to be recommended. The 
.approach to the nutritional problems with which they have to deal, 

• and ways and means of making work on this field more effective, re- 
' squire more careful consideration than they have yet received and 

•study of these questions will be among the most important activities 

• of public health nutrition sections. In a later section of the report 

• it is pointed out that expectant and nursing mothers and infants 
should have prior claims in the distribution of milk supplies. 

“(E) Communitij Feeding . — (1) School-feeding . — The ([(‘velopinjut 

• on a wide scale of school-feeding schemes is recommended by us 
elsewhere. This, as experience in other countries shows, would be 
of the greatest value in the attack on malnutrition and would give 
abundant returns for money spent in the shape of an improvement 
in the health of the rising generation. 

“Ideally, school -feeding should include the provision of a suit- 
;able quantity of whole milk. But in view of the fact that whole 
n:'ilk is scarce and dear in most parts of India, recourse may be h-‘id 
to other foods. These include skimmed milk and sprouted pulses. 
Almost any wholesome food which supplies additional calories to 
under-nourished children is of value. At the same time, it must be 
recognised that as far as possible food or meals supplied in school 
should be such that they help to correct the defects in the home 
•diet. If properly organised on this basis, school feeding may be of 
genuine value in educating children about nutrition and the import- 
.ance of a well-balanced diefc 

School-feeding schemes should be organised by government and 
local authorities with the co-operation and advice of nutrition sec- 
tions in public health departments- 

“(2) Institutional feeding. — ^The satisfactory feeding of children 
in institutions is a simpler problem than supplying meals to day- 
school children, but it is one to ‘which insufficient care and attention 
.is often given by the authorities concerned. All children in boarding 
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schools, orphanages, etc., whether these are under state or private 
management, should receive an adequate and well-balanced diet. 
It has already been pointed out that the duties of public health 
nutrition sections include the giving of advice about feeding in resi- 
dential institutions, e,g., students' hostels, goals, reformatories, etc., 
M well as institutions for children. 

*‘(3) The feeding of employees and labour groups. — ^In Europe 
inid America great attenticm has been given to the diet of industrial 
workers, particularly during the war. At an Industrial Conference 
in Great Britain in 1948 it was recommended that the war-time 
measure of providing a balanced meal to industrial workers should 
be continued when the war is over. This is a question of importance 
in India, particularly in view of the fact that industry is now 
expanding rapidly. The establishment by industrial concerns of 
•canteens supplying good food at low cost is to be recommended. 
In this connection mention should also be made of labourers on 
[plantations and the secretarial staffs of large business houses. The 
need for improving the nutrition of workers must be impressed on 
•all employers of labour. The furthering of such developments will 
be the combined responsibility of governments and employers, but 
^stress may be laid in obtaining the advice of the health department. 

“The extension of industrial canteens, etc., is eminently desir- 
:able in connection with existing food and rationing policy, and in 
lull conformitv with that policy. It facilitates food distribution and 
helns to satisfv the special food requirements of manual workem.*’ 

The Government of India, which is probably the largest employer 
•of labour in the country, may well set an example in this matter for 
•others to foPnw. 

“(4) The feeding of other groups. — The provision of meals in 
•common to large groups has the advantage of reducing wastage of 
food and consumption of fuel for cooking, with consequent reduction 
in coRt. If oreanised on sound dietetic principles, it promotes good 
nutrition. .During: recent years the large scale community feedincr 
of urban grouns has been developed in Russia. The possibility 
•similar developments in the future in India, and the advantages 
referred to above, should be borne in mind. In the case of certain 
groups, e.gf., students in cities, properly organised communal feeding 
at rep eon able cost is definitely to be recommended from the stand- 
point of nutritio"' 

‘‘(6) Catering and nutrition. — The provision of cheap well-balanced 
meals through agencies which su[)piy food to the general population, 
e.g.y eating houses, hotels, etc., is of importai:ce as part of the 
general campaign for raising levels of nutrition and would also be 
of considerable value. It would involve the education of those con- 
cerned in catering. Municipal health authorities, which exercise 
•control over catering establishments, of various kinds through licences, 
should do something to further such developments. 

“(F) Training and propaganda. — This subject may be considered 
under various heads; (a) the education of specialised nutrition 
workers, (b) (he education of those who will be in a position to 
•educate the public or engaged in work in which knowledge of nutri- 
tion is of value and (c) the education of the general public. 

“(a) (i) The question of the education and training of nuWtion 
’sresearch workers overlaps with that of the education and training ot 
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workers in other fields of medical and scientific research. It will 
not be considered liere as we are concerned with other aspects of 
the subject of nutrition. It may, however, be pointed out, that 
active nutrition research, which implies a body of trained nutrition 
research workers, is necessary for progress. 

“(ii) Specialised public health nutrition workers should receive 
some training in research methods as well as a good grounding in 
nutritional science, both in the field and the laboratory. They should 
have, at least, a year’s training in an institution devoted to nutri- 
tion research and other branches of the subject. Some knowledge of 
statistical methods is desirable. They must also have experience of 
public health work in general, and in particular experience of health 
work in rural areas, to enable them to deal effectively with nutrition 
problems in the field. 

*'(iii) In the United States and other countries large hospitals 
employ dietitians, whose duty it is to organise and superintend 
the dietary treatment of patients under the supervision of the medical 
staff and to ensure that patients receive the best possible diet, 
during their stay in hospital. In India, no developments in this> 
direction have as yet taken place, although existing dietary arrange- 
ments in hospitals are often unsatis&ctory and more could be done 
to hasten the recovery of patients, who are suffering from nutritional 
diseases. Moreover, hospitals provide abundant opportunity foi 
nutritional research on a variety of clinical conditions. 

‘‘All large hospitals should employ a trained dietitian with nigh 
qualifications. Apart from highly trained specialists, two possibili- 
ties present themselves with regard to the training of workers to* 
supervise dietary arrangements and treatment; (i) special courses on 
dietetics may be arranged for selected nursing sisters and (ii) gradu- 
ates of domestic science courses who have taken a course in nutrition 
may be employed as dietitians after' receiving a training in nursing. 
The Domestic Science course in Madras University now includes a 
course in nutrition for candidates wishing to specialise in this subject. 

“In the training of nurses in general, more attention should be- 
given to nutrition. This would help to improve the nutritional 
treatment of patients in small hospitals which cannot employ a full 
time dietitian. 

“(b) (i) The medical profession has abundant opportunity of 
assisting in the attack on malnutrition and furthering the education 
of the public. At present, in the teaching of medical students, the 
importance of diet in the causation of disease is not, however, given 
sufficient prominence. The orientation of medical studies, so that’ 
greater emphasis is laid on nutrition is necessary. So much disease 
in India is associated ^vith nutritional factors that there would be 
every advantage in establishing professorships in nutrition in medical 
colleges. This would promote research on the prevention and treat- 
ment of nutritional diseases and broaden medical education in the 
desired direction. 

“•(ii) Other professional groups which can play a part in the cam- 
paign against malnutrition include administrative officers in general, 
officers in food departments, school teachers and inspectors of 
schools, social and economic workers, workers in agriculture and’ 
animal husbandry departments, etc. Instruction about nutrition 
should form part of the normal training of such workers, its amount 
and kind naturally varying in the different professional groups ii» 
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question. A necessary preliminary is the education of instructors. 
It is suggested that special brief courses on nutrition should be given 
by nutrition research institutes and organisations to professors and 
teachers of various subjects interrelated with nutrition. Special 
emphasis may be placed on the instruction of teachers in teachers’ 
training colleger. 

“(c) All children should be taught simple facts about food and 
•diet, as part of health education. It is the responsibility of central 
and provmcial nutritional organisations to provide the necessary edu-. 
eational material and that of educational departments to impart it 
to children in suitable form. Attractive booklets, etc., written in 
English and the important Indian languages, should be prepared. 
The suggestion is made that in order to ensure the accuracy of 
•educational material on nutrition provincial nutrition officers should 
be co-opted on text book committees. Reference has already been 
made to the educational value of school feeding. 

“The importance of the education of the public in general cannot 
be too strongly stressed. Numerous methods can be followed. These 
include pamphlets, posters, bulletins, press articles, films, wireless 
talks, demonstrations, exhibits and museums. Instruction about 
nutrition should be included in adult educational courses. Here 
again nutritional and health education in general overlap. Provin- 
•cial and state nutrition departments have an important part to play 
in developing educational and paopaganda work among the adult 
population. Public health workers, in direct contact with the people, 
e.g,, health visitors, can render valuable assistance in the educa- 
tional campaign. 

“Local nutrition committees which include public spirited and in* 
'fluentiai citizens can further the efforts of provincial, state and 
tnunicipal health departments to teach the people satisfactory dietary 
habits and spread knowledge of nutrition. 

“(G) Assistance from nutrition research institutes and workers . — 
The development of the practical and public health aspects of nutri- 
liion must be largely the responsibility of public health nutrition 
sections. But nutrition research institutes and nutrition research 
workers in university departments, medical colleges, agricultural and 
veterinary research institutes, etc., have also an essential part to 
play. They must supply knowledge, guidance, and advice to ensure 
that full use is made of scientific discoveries and in general ensure 
that progress takes place along the right lines.” 

9. These recommendations of the Nutrition Advisory Committee 
cover a wide field. We fully endorse and recommend them for the 
earnest consideration of the authorities concerned. Central and 
Provincial. 

CERTAIN OTHER MATTERS 

il) Special measnxes to incr^eaae the production of certain articlea of 

rood: 


Proteins 

10. The average Indian diet is inadequate in respect of the 
quality and quantity of the protein consumed and one of the most 
'difficult problems is that of raising protein consumption to the 
required level. Proteins of high biological value are of animal origin 
and, while figures for the consumption of meat, fish and eggs for this 
country are not available, it is known that the amount of these 
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articles eaten by the people is very low as compared with other couu~ 
tries. Their relatively iiigli cost places them beyond the means of 
large sections of the population, particularly for daily use. Further,, 
for certain sections of the community, they are of little or no dietary 
significance, and milk is the only important source of animal protein. 
The estimated consumption of milk is less than six ounces per head 
per day in the country. 

11. While vitamin deficiencies of a pronounced character mani^ 
fest themselves in various forms of disease, protein deficiency 
generally fails to declare itself as a specific departure from healtb 
which can be detected by the clinician. It produces, at the same 
time, profound effects on tlie individual by a retardation of growth., 
lowered vitality and poor muscular efficiency. Further, while most- 
of the vitamins can now be produced in the laboratory and the- 
quan titles required for daily consumption are very small, the solu- 
tion of the problem of increasing protein consumption to the neces^ 
sary level is much more difficult, as it involves such matters as an 
improvement of the breeding of live-stock, the raising of fodder crops, 
the development of the hsh industry and, above all, a gradual change 
in the social habits of many sections of the community to whom the- 
use of meat, fish and eggs is forbidden by custom and religion. 
raising of the level of protein consumption is, therefore, more difficult 
than the provision of adequate supplies of vitamins for the commu- 
nity. 

12. We shall deal here with three articles of food which are of 
primary importance from the point of view of increasing protein* 
consumplioxi, namely, (aj milk, (^b) fish and (c) food yeast. 

13. (a) Milk . — Milk contains proteins of high biological value and, 
for this reason, its consumption by children and expectant and nursing 
mothers is to be particularly encouraged. Further, as has already 
been pointed out, milk is perhaps the one article of food which can 
be used by all classes of the i)opuhition in the country in order to- 
increase protein consumption. The need for the use of milk and 
milk products as widely as ])ossible is, tlierefore, apparent. The jier 
capita con.sumption of milk in India is, how^ever, much smaller than 
that of any other country for which statistics are available. The- 
following figures are quoted from a “Report on the Marketing of Milk 
in India and Burma” (1943) issued by the Agricultural Marketing! 
Department of the Government of India, which gives a broad survey 
of milk production and distribution in the country. 


Total consumption of mi 


Ik and milk products per head per day. 

Ounces 


C<*nada . . . . .56*8 

New Zealand ....... 55*6 

Switzerland . . . . . . .49*2 

Finland , . • . . . .46*4 

Australia . . . . . .44*4 

The Netberlnnds . - . .44*2 

Norwny . . . . . .41*7 

Great Br t'' ill . . . . .40*7 

Danmark • • • • • . 40*.8 

USA 35*6 

Germrny . . . • • . .^.‘>•0 

Bp'lc'inm . . . . .23*0 


France . . . • . . 30 4 

Czechoslovakioi . . . . . . . 26 3 

Austria .18*8 

Italy ^ . 10*1 

India. . . . - • . . .6*8 



laii .xuriiiTio.v tue PEOPUi 


14. l?'or individual provinces the average rate of consumption i 
varies considerably. Sind and the Punjab top the list with 18 ozs. 
and 16*2 ozs. per head per day, respectively, and Assam records the. 
lowest average of 1*8 ozs. only. In the Province of Madras, in spite* 
of low production, it is stated that large quantities of ghee are 
exported to other parts of the country, with the result that the yer 
capita consumption of milk and milk products is 3*3 ozs. per day. 

15. The present unsatisfactory state of milk production in India, 
is emphasised by the fact that, while according to the 1940 caitle- 
census India and Burma together possessed about a third of tue* 
world’s recorded number of cattle or as many milch cattle as Europe, 
including Russia, the actual production of milk in this country is- 
only about a fifth of that of Europe. On the other hand, Canada, 
with only about 6 per cent, of the cattle in India is able to produce i 
as much as 25 per cent, of India’s milk output. 

16. The problem of increasing the consumption of milk is two- 
fold. Its production must be raised considerably and its price 
brought down sufficiently low to be within the income levels ot the 
poorer sections of the population. The associated problems cover a. 
wide field of co-ordinated effort in which private enterprise 'and> 
various departments of Government, such as Agriculture, Veteri- 
nary, Forest, Public Health and Co-operative Departments, must lake 
part. A consideration of these problems goes clearly beyond the- 
scope of our report, but wo may draw attention to two points men- 
tioned in the Agricultural Marketing Department’s rei)ort referred 
to above. With better feeding and management of India’s present 
population of ill-fed cattle it will be possible to increase tiie output 
of milk by at least 50 per cent. Secondly, goats of certain breed' 
give as much milk as many types of cattle while the initial cost in- 
respect of goats is comparatively small. 

17. We may now consider what would be a reasonable estimate* 
of India’s requirements of milk production. Dr. Aykroyd has sug- 
gested the inclusion of 8 ozs. of milk per day in the average Indian, 
diet in order to improve its quality. This figure is definitely lower- 
than the 1,000 grammes or about 33*8 ozs. of niilk, recommended 
lor expectant and nursing mothers and for children up to 14 years - 
of age, in the Report of the Technical Commission on Nutrition of 
the League of Nations (1936). That Commission also recommends- 
{‘.bout the same high rate of consumption of milk by persons at. 
older ages, although it is suggested that some portion of it may be 
replaced by cheese. In the countries for which figures of milk 
cousnm])tion were quoted in an earlier paragraph, the amount of milk 
taken in liquid foriii alone varies from 36-7 ounces per head per day 
ui Finland to 7-5 in Belgium. The only country, in which the* 
figure is much lower, is Italy with its average rate of 2*8 ozs. In* 
these circumstances, it does not seem to be an extravagant estimate* 
ff the figure of 8 ozs. of milk per day per head of the population in 
this country is suggested for consumption in liquid form alone. The* 
present annual production of milk in India is stated to be about 
'7.447 lakh mnunds. This amount will have to be raised by about 
38 per cent, in order to meet the demand for liquid consumption^ 
fvlone. 

18. The figure of 5*8 ozs. per day, which was quoted earlier from* 
the Agricultural Marketing Department's Report, as the average rate^ 

consumption in India includes milk consumed in liquid form as^ 
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•well as milk products expressed as equivalent amounts of milk. 
In India, only about 28 per cent, of the total milk produced is con- 
.sumed in liquid form, while 57 per cent, is utilised for conversion 
into ghee and the remaining 15 per cent, into other products, such 
.as khoa^ curds, butter-milk and cheese. Taking, therefore, into 
consideration the existing demand for milk products the total in- 
crease in milk production will have to be at least 110 per cent. 

19. While a consideration of the detailed measures for the enhanc- 
ed production and equitable distribution of milk is clearly beyond the 
scope of this report, we wish to point out that our proposals for 
specific health services for mothers and children and for the school- 
^going population will largely fail to produce the desired results, unless 
milk can be made available to these sections of the community as 
a supplementary article of food, irrespective of the individuars 
ability to pay for it. It has been brought to our notice that, very 
recently, the production of synthetic milk, which is claimed to have 
the same nutritive value as natural milk, has been developed on a 
laboratory scale in Great Britain. In view of the importance of 
the milk problem in India, we desire to bring this matter to the 
notice of the authorities concerned and to emphasise the need for 
immediate investigation into the claims put forward on hehalf of 
synthetic milk and for promoting its production in India on a large 
scale, if these claims are justified. 

20. (b) Fish . — The importance of fish as an article of diet for 
increasing the consumption of proteins cannot be over-emphasised. 
India’s long coast-line, her numerous rivers, lakes and tanks afford 

^eat opportunities for developing the fish industry. The Royal Com- 
mission on Agriculture stated many years ago that “fish forms a 
specially valuable addition to a diet, the staple of which is rice.” It 
went on to point out that improvement in the cultivator’s diet holJe 
out much promise of improvement in his general health and the addi 
tion of fish to his diet was emphasised as likely to be the most effective 
method of helping to provide a balanced diet over large areas ol 
the country. Some idea of the inadequacy of the supplies of fish 
that are at present available may be gained from certain figures for 
Bengal which Dr. Sundorinl Horn, Fisheries Adviser to the Govern- 
ment of Bengal, gave in a paper read at the Food and Nutrition 
'Conference held in Delhi in January 1944. For that province, where 
'90 per cent of the people eat fish, an estimate of 9^ crore maunds 
of fish per annum is made as the probable total requirement, on the 
basis of 50 granimes of first class protein per head per day. As 
against this, the total production of fish in the whole of India, both 
fresh water and marine, is less than two crores of maunds, of which 
Bengal produces only half a crore. These figures should help to give 
some idea as to the extent to which the fish industry will have to 
‘be developed to meet the needs of the country. 

21. (c) Food Yeast . — ^The Nutrition CommKtee’s report has drawn 
attention to the necessity for the development of the production of 
food yeast for supplementing protein consumption in India. Their 
remarks are quoted below: 

“Mention must also be made of the manufacture of dried yeast 
:and yeast extracts, by the growth of yeast in molasses solution. 
Teast is of value as a supplement to poor Indian diets, because of 
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its richness in protein and vitamins of the B*^group. It has consi- 
derable therapeutic uses in the treatment of malnutrition and defi* 
ciency diseases. Certain strains of yeast can be grown on molasses 
to produce palatable products of high nutritive value. In the pro- 
cess, protein and vitamins are synthesised from relatively valueleffl 
carbohydrate product — ^molasses — of which a surplus normally exists 
in India. The possibility of developing the production of food yeast 
at low cost should be fully explored.” 

22. It has been brought to our notice by Dr. G. Sankaran, 
Professor of Biochemistry and Nutrition, All-India Institute of 
Hygiene and Public Health, Calcutta, that the Board of Scientific 
and Industrial Research at Teddington, England, has worked out 
details of the culture and methods of production of food yeast and 
that large-scale production has been started in the British West 
Indies, where enormous quantities of molasses are available. We 
strongly recommend the immediate investigation of the possibility 
qf. producing food yeast on a large scale in India. 

Vrea 

23. Another suggestion, made to us by Professor Sankaran, is 
the production of urea and its utilisation as cattle food in order to 
promote the production of meat for human consumption. We give 
it below in his own words: — 

“For long we have been obliged to obtain our animal proteins 
such as meat and milk through a process of feeding natural foods 
to other animals. This is a costly and uneconomical process. Very 
recently a discovery of first rate importance has been made which 
is as striking as synthetic fertilisers are in plant nutrition. It has 
been shown that urea, a simple chemical which can be produced in 
abundant quantities at a low cost, when fed to ruminants, is con- 
verted largely into proteins of the animal body. The story of this 
discovery is interesting. A few years before the present war, Du 
Pent de Nemours, the biggest chemical concern in America, deve- 
loped a process of producing urea so very cheaply that its disposal 
became a difficult problem. Generous grants were made to scientists 
to find avenues for the extended use of this chemical. One of the 
American Universities, almost by an accident, discovered its value 
as a feed for ruminants. This has been extensively corroborated in 
America and Europe as well as in India. When it is realised that 
India has the largest cattle population in any single country in the 
'vorld and that these animals are competing with maU for food when 
a sufficient amount is not available for even human consumption, 
the value of large scale production of urea becomes apparent. Urea 
is made from ammonia and carbon dioxide These two become 
available in the process of manufacture of synthetic nitrogenous 
fertilizers. It is thus possible to link such production of cattle food 
with plant foods.*' 

We strongly urge that this suggestion should be carefully investi- 
gated without delay. 

Vitamins 

24. Vitamins are found in the articles forming the normal consti- 
tuents of our food. Therefore, if our diet is sufficiently varied in 

®omposition, all the necessary vitamins are likely to be included. 
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But, as has already been pointed out, the average Indian diet is 
dehcient in vegetables and fruits which supply some of these vita- 
mins, while the use of highly polished milled rice or of bread made 
of white dour similarly deprives the individual of . certain other 
important vitamins. Milk and eggs contain relatively large amounts 
of two other vitamins, and the fact that only a very small section 
of the population can adord their use in adequate amounts results 
in a deficiency of these vitamins in the diet of large sections of the 
people. 

25. There have been remarkable developments recently in the 
production of synthetic vitamins. Many of them are now being 
produced on a large scale in laboratories jind in factories. During 
the present War their incorporation in the staple foods has been 
carried out in England and the United States of America with great 
benefit to the health of the people. In the United States of America, 
it is known that, although their production in the laboratory started 
only a few years ago, synthetic vitamins are now being manufactured 
in such large quantities that they are available to the people at a 
relatively small cost. Dr. Sankaran has stated that, in 1942, an 
adult could purchase in that country his daily requirement of all the 
vitamins at about one anna. 

26. While some of the vitamins can be synthesised iif the labora- 
tory, an important one among them, vitamin A, is non-existent in 
the vegetable kingdom and has not so far been produced in the labo- 
ratory. It is found in appreciable amounts in the oils extracted from 
the livers of certain species of fish. During the War, when the 
shortage of cod-liver oil, which is rich in this vitamin, became acute, 
it was demonstrated that shark liver oil is rich in vitamins A & D 
and its production has been developed, on a small scale, during the 
past few years. This industry deserves protection and vigorous 
development. Hand in hand with such development the strictest 
control over the quality of the product sold to the public is essential, 
in order to obviate its gross adulteration which, we understand, is low 
going on. 

27. Another advance in connection with vitamins from those fish 
oils is that, by the process of molecular distillation under low 
pressure, the vitamins have been separated from other constituents 
of the fish oils, which give them their bad taste and smell, and have 
been obtained in highly concentrated form so that the administra- 
tion of a very small amount is sufficient to meet the daily require- 
ment of the individual. 

* . 

28. For large sections of the population, vitamins derived from 
fish oils may prove to be unacceptable. Fbr tfiem there is an 
abundant source of vitamin A in carotene which is present in very 
large quantities in certain types of grass and leaves. For instance, 
it has been shown that water hyacinth iir an abundant source of 
carotene and its production from this p^ant has already been defnons- 
trated in the laboratory in this country. Carotene ^h&r\ taken is 
converted by the human body into vitamin A. The production of 
carotene in sufficient quantities will make it possible to incorporate 
in vegetaY>le oils and hydrogenated fats which are largely used by 
the people. 
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29. We recommend that the possibility of developing the pro- 
duction of the dilferent vitamins, on the lines indicated above, should 
be investigated. 

{2) The Storage, Transport and Distribution of Food 

30. With au increased production of food, provision must simul- 
taneously be made for its storage, transport and distribution. We 
have already referred to the lack of transport facilities for milk pro- 
duced ill rural areas. All perishable articles of food such as milk, 
fish and fruit require the development of refrigeration facilities for ‘ 
storage and transport. Without such development even the limited 
quantities now produced cannot be utilised to the fullest advantage. 

31. There is also another aspect of the problem of storing food. 
Many years ago Colonel Sir Alexander Bussell, who was then the 
Director of Public Health, Madras, calculated that rats alone were 
responsible for the destruction, each year, of food-grains to the extent 
of about Rs. 2-13-0 per head of the population. If this estimate is 
even approximately correct and if the destruction caused by other 
pests .is also taken into account, the extent of the loss of valuable 
food that the country suffers must be enormous. The need for 
conserving all the available supplies through proper means of storage 
and the control of insect and other pests is, therefore, apparent. 

Processed Foods 

32. Food-processing is as yet in an undeveloped state in this 
country, although there are obvious advantages to be gained both by 
the consumer and producer by the development of this industry. 
Perishable fruit, for instance, can, by canning or by conversion into 
jam, be made available to a large section of the community, and 
waste as a result of inaccessibility to markets avoided. 

33. During the war various methods such as the dehydration of 
vegetables, fish, meat, eggs and dairy products and the concentra- 
tion of nutriments from fruit juices through expression, desiccation, 
solvent extraction and high vacuum molecular distillation were deve- 
loped in the more important countries involved in the War, in order 
to utilise to the fullest extent the available supplies of food. In 
India, simUar developments took place only on a small scale in con- 
nection with the organisation of food supply to the Defence Forces. 
The desirability of processing perishable foodstuffs during local and 
seasonal gluts is such that the possibility of developing the industry 
should, in our view, be investigated as a part of the campaign for 
thjB improvement of nutrition in the post-war period. Such develop- 
ments will be of the greatest value* in connection with milk and milk 
products, fruits and wgeta^les. 

34. It may not be out of place here to refer briefly to the Food 
Inspectorate which, ft is understood, has been developed during the 
War for the purpose of ensuring that food for the troops in India 
is wholesbme and is of the necessary nutritive quality. One of the 
activities of this organisation is the control of processed food pro- 
duced in India. The duties include pest control in storage depots, 
J^ills and contractors’ godowns, the hygiene of producing factories, 
the technical control of manufacture in certain limited spheres, the 
investigation into the bacteriology of indigenously manufactured food- 
stuffs and the formulation of processing instructions for certain manu- 
'factiired articles. 
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36. We hope that food processing will develop in this country in» 
the post-war period as a part of the programme for improving the 
nutrition of the civil population. The possibility of securing, as far 
as possible, the laboratories and the technical staff of this food^ 
inspectorate to serve the needs of the civil population should be* 
investigated before they are dispersed. In addition to work in con- 
nection with food processing, some of the laboratories could, if suit- 
ably situated, serve the needs of individual Provincial Governments* 
in the development of their services for the control of food aduh 
teration. 

Prevention o! Food Adulteration 

36. This subject was considered in great detail by a committee 
appointed by the Central Advisory Board of Health, and recommen- 
dations covering a wide held have been put forward for suitable' 
action by Provincial Governments in the country. We fully endorse* 
these recommendations, the more important of which are men- 
tioned below: 

(1) In order to assist Provincial Governments to develop and^ 
improve their existing organisation for the detection of food adultera- 
tion, it was suggested that the Government of India should appoint 
a standing Central Committee for Food Standards. Its functions 
would include (i) the preparation of “Instructions for Public Analysts" 
to be periodically modihed and supplemented in the light of new 
knowledge and (ii) the laying down of analytical technique for the 
purpose of ensuring uniformity in food analysis throughout the 
country. 

We understand that this committee has already been appointed 
by the Government of India on a temporary basis. We think that 
a technical committee of this nature should function permanently if 
the purposes for which it is established are to be achieved. We,, 
therefore, recommend its continuance as a permanent organisation. 

(2) The creation of a provincial cadre of analysts and the estab- 
lishment of food laboratories in association with central and regional 
bacteriological laboratories in individual provinces were recommended. 

It will be remembered that, in the chapter dealing with our re- 
commendations for the improvement of medical research in this 
country, we have described a scheme for’ the establishment of a 
regional laboratory service in the province of Madras and have 
suggested the development of similar services in other provinces also. 
Control of the purity of food will require nt)t only chemical but 
bacteriological methods of examination ai^d we, therefore, consider 
the establishment of food laboratories, in close •association with the 
proposed central and regional bacteriological laboratories in the' 
provinces, a distinct advantage. 

• (3) In view of the existing low level of health administration in 
local areas, the Food Adulteration Committee suggested that the 
provincial Director of Public Health and locaP Health Officers should* 
be given certain powers which have been vested in them in Madras 
by the Public Health Act of 1939. We have also included, among 
our recommendations, for the improvement of local health adtninistra- 
tion, the conferment of these powers on health authorities in ill the* 
provinces. 
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(4) The Food Adulteration Committee drew attention to the 
-desirability of deterrent punishment in respect of offences under tht 
Provincial Food Adulteration Acts and desired that, in the case of 
repeated offences, provision should be made -for the award of 
imprisonment. 

(5) It was pointed out that, instead of legislating only for the 
^ control of food adulteration, it would be desirable to enact on a wider 
‘basis so as to bring together all .the existing food legislation at present 
-scattered in various Acts. It was also suggested that the existing 
.legislation should be modernised and the law relating to food 
^standardised under an Act of the Central Legislature. 

(6) Simultaneously with the provision of adequate legal powers, 
it was recommended that administrative action in respect of certain 
-essential foodstuffs should be developed through the promotion of 
co-operative effort for increasing production and for reducing the 
cost of distribution to the public. 

TImprovement of the Quality of Food 

P>7. Tlie Agricultural Produce Grading and Marking Act, 1937. 
which is a Central Act, is intended to secure an improvement in the 
quality of agricultural produce. It lays down a system whereby 
'different articles are graded and marked according to certain pres- 
-cribcd standards of quality. The prescribed designation mark is 
known as the “Agmark” and has three grades of quality indicated 
by different colours. The grade designations are ‘Special’ (white), 
‘A* (red) and ‘13’ (blue). The articles to which such grading and 
marking apply include fruit, vegetables, eggs, dairy produce, tobacco, 
-coffee, hides and skins, fruit products, atta, oil-seeds, vegetable oils 
(including hydrogenated oils and vegetable fats), cotton, rice, lac and 
wheat. 

38. 'I'lu* -VLricniltiiral iMarkeiing Advisc'r to the Government of 
'India is entrusted with the working of this Act. Any person or body 
•of persons desirous of being authorised to mark any article with a 
-grade designation mark must apply to this officer who, after due 
enquiry and after satisfying himself that the necessary conditions 
are fullilled, shall grant a certificate of authorisation enabling the 
person concerned to apply the grade designation mark authorised in 
the certificate to the articles and at the premises mentioned in that 
certificate. The Agricultural Marketing Adviser or any person, 
authorised by him or by the Central Government, has the right of 
•entry to, and inspection of, the premises at all reasonable hours as 
well as of taking sampjes for examination. There is also provision 
"for the cancellation, modification, suspension or revocation of the 
certificate of authorisation after the party concerned had been given 
14 days’ notice and an opportunity to show cause why the certi- 
ficate should not be cancelled, revoked, modified or suspended. 

39. We are of opinion that the principles of the Agricultural Pro- 
duce Grading and Marking Act slioiild also be applied to food pro- 
ducts, other than agricultural, with the object of improving their 
^quality, and would suggest that enrlv consider.ation should be given to 
“^hi.s recommendation. 




CHAPTER VI 

HEALTH EDUCATION 


latroductton 

1. Closely linked up with the problem of physical education is thali 
of health education. Personal and environmental hygiene ^ oonstir 
tute two important aspects of the public health problem, and in order 
to secure a progressive improvement in respect oi both, it is essen- 
tial that the people, children and adults, should be so educated as 
to adopt and practise the hygienic mode of life and to refrain from 
doing what may prove harmful to their own health and to the health 
of others. According to modem conceptions, health education in- 
cludes ^*not only instruction in purely health matters, but also those 
activities which are likely to influence favourably an individual's 
health knowledge, health attitude and health habits. Health educa- 
tion must promote health and health consciousness, and these are 
best achieved when health practices become part of an individual's 
daily life." 

The Importance attached to Health Education in some progressive 
countries 

2. A great deal of attention is paid to the subject of he6ilth edu- 
cation in the West. In England, there is a central Committee for 
Health Education which works in collaboration with the Ministry 
of Health. In Australia, there is a regular and carefully drawn up 
course of instruction in health and hygiene prepared in association 
with the Health Department for all pupil teachers in the training 
colleges. In America, there is a new development whereby an at- 
tempt is made to train a type of individual called ‘‘Health Educator" 
— a person whose background is that of a teacher and to whom addi- 
tional training in public health is given. Great importance is 
attached in Russia to health education and a large amount of 
money is spent annually on research and on the preparation and 
execution of schemes calculated to improve and preserve the health 
of the community. 

Health Education in India 

3. In India too, health education is gradually taking its proper 
place in the life of the people, but progress in this direction has so 
far been slow. In reviewing the activities in this field, we may 
refer separately to the health education programmes for school child- 
ren and for the general public. The teaching of hygiene is com- 
pulsory in all ordinary schools and it is also a’ subject of study in the 
curriculum of all normal schools and teachers' training institutions, 
but the standards of teaching vary from province to province. 
Speaking generally, the teaching is more theoretical than practical. 
This is perhaps due to a variety of causes. In many schools, parti- 
cularly in the rural areas, the buildings and the compounds are kept 
in a condition which is far from being satisfactory from the hygienio 
point of view, while the provision of sanitary conveniences and of 
washing facilities is often of a primitive type or altogether absent. 
In the circumstances, the pupils are not in a position to practise 
what they are taught in the Class room. Further, the teacher is. 

# in many cases, hardly an example to the students in the matter of 
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personal hygiene. In the case of children and even of adults, exam- 
ple is much more important than precept in influencing the life and 
conduct of those who are to be taught. We would not place the 
blame wholly on the teacher. In many parts of the country the 
primary school teacher is so inadequately paid tibat, with his res- 
ponsibilities for the maintenance of a wife and children, his standard 
of living necessjarily becomes low as well as the level of personal 
hygiene which he is able to keep up. School children, when trained 
in such unsatisfactory surroundings and under the influence of 
teachers, whose example may exert no beneficial influence on them, 
must naturally fail to profit Iw the theoretical teaching of hygiene 
imparted to them. A Joint Committee of the Central Advisory 
Boards of Health and Education, which investigated the health 
problems of school children in 1941, made the following remarks re- 
grading health education in schools: — 

While the general situation on paper sounds satisfactory, the 
low standards of personal and environmental hygiene met with in 
many schools are such as to forbid an easy acceptance that all is 
well. These low standards lead to the conclusion that something is 
wrong with the content of the syllabuses and the methods of teach- 
ing hygiene both in training institutions for teachers and in schools 
for children.** The position thus summed up by the Joint Committee 
in 1941 has .not materially altered in the subsequent years. 

4. As regards the general population, health education is mainly 
tarried out by the provincial public health (lepartmeiits. In must 
provinces a special health propaganda organisation exists in the office 
of the Director of Public Health. The activities of this organisation 
include the holding of periodical exhibitions at different places, more 
particularly at fairs and festivals, and the preparation of leaflets and 
pamphlets and of suitable material for liealth talks with magic-lan- 
tern demonstrations. In some provinces, motor vans stocked with 
suitable propaganda material, including facilities for the exhibition 
of films and of lantern slides, are also maintained and the message 
of health is carried far into the rural areas. 

6. In certain provinces, a good deal of hygiene publicity work is 
also being done in the rural areas by some other departments of 
government. For instance, in the Punjab, the Rural Reconstruction 
Department and the Cooperative Department have been actively co- 
operating in the health education of the people. The Rural Recon- 
struction Department maintains cinema lorries which give suitable 
and specially prepared shows in the villages emphasising the health 
part of the village uplift programme. Models, made of wood or clay 
are prepared showing a good village, a bad village, a sanitary and an 
insanitary home, a sanitary well, various types of latrines, etc. At 
every fair of note in the province, useful and instructive cinema 
shows are invariably arranged. Quite a number of uplift songs have 
been recorded and are distributed free as well as sold at reduced 
prices. This Department has also devoted its publicity efforts to 
the popularisation of manure pits in the Punjab villages and attempts 
have been made* everywhere to persuade villagers to have ventilators 
s-nd chimneys in their houses. Grants are also made for construc- 
tion of sanitary wells. A special campaign against malaria has 
teen organised and thousands of mosquito-breeding pits • and pools 
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have, been filled up or sprayed with oil. Women welfare workera 
have been appointed, one in each -of .the 118 tehsils of the pro^oe. 
The Punjab Co-operative Department has ably seconded the efforts 
of the Bural Beconstruction Department, and quite a number at 
‘‘Better Living Societies” and “Co-operative Medical Aid and Pub- 
lic Health Societies’' have been established. We are aware that 
health education on somewhat similar lines has been carried out in 
other parts of the country as well as the organisatioti of co-operative 
effort to solve local health problems. For instance, anti-malaria 
co-operative societies have been in existence in Bengal for many 
years. We have drawn attention to what has been done in the 
Punjab only to suggest that similar activities should be developed 
wherever health education work has not so far received adequate 
attention from the authorities concerned. 

While summing up what has been achieved in this field in the 
provinces, we must, at the same time, express the view that, possi- 
bly, in no province, has health education come up to the standard 
reached in the more advanced countries. 

OUR RECOMMENDATIONS 
Health Education in Schools 

6. We are in general agreement with the recommendation of the 
special committee of the Central Advisory Boards of Health and 
Education that the instruction of school children in hygiene should 
begin at the earliest possible stage and should not be left, as it is 
at present largely left, to the secondary and high school period. In 
the early stages, such instruction should be entirely practical and 
devoted to the formation of health habits and promotion of personal 
hygiene. In order to emphasise the practical aspect of health edu- 
cation, every effort should be made to improve the existing condi- 
tions in regard to the school and hostel buildings, class-rooms, com- 
pounds, latrines etc., so that the student may see, in actual opera- 
tion, the sort of hygienic and sanitary arrangements he is taught 
and encouraged to demand for himself. 

It is particularly important that the primary school teacher should 
be a practical enthusiast as regards personal and environmental 
hygiene, for on his teaching and example will largely depend the 
formation of all those habits and the development of those ideas and 
aptitudes which are essential for healthful living. We have already 
indicated that economic reasons may largely be responsible for the 
present primary school teacher not being able to set an example fo 
his pupils in the matter of personal hygiene. We believe that a 
marked improvement in the present situation will arise only when a 
better class of teachers, with a higher standard of training and 
better emoluments, becomes available as the result of the post-war 
educational programme. 

. The active co-operation of school clubs and societies should be 
helpful in the development of health education. The Boy Scout and 
Girl Guide movements, the Red Cross and St. John Ambulance 
Associations are contributing ar substantial share to the spread of 
health knowledge in the wider sense of the term. In addition to the 
activities carried on by these,' we recommend the formation of 
“Health Clubs” and the celebration of “Health Weeks”, “Safety 
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-First Weeks' \ and ‘‘Clean-up Weeks" in order to assist in the de- 
Telopment of health consciousness among the school population, 

health Education ol the ^general population 

7. While voluntary organisations, such as the Indian Bed Cross 
•Society, the British Empire Leprosy Belief Association (Indian 
Council) and y^ious health associations in different parts of the 
eountry, have been participating in the health education of the 
people, the main responsibility for assisting and guiding such activi- 
ties should rest, in our opinion, on the health departments of Oov- 
ernm^ts. We, therefore, recommend the establishment of a properly 
constituted Health Publicity Bureau as part of the Central or Pro- 
vincial Health Department. While, in the majority of the pro- 
vinces, such an organisation exists, there is at present no corres- 
ponding organisation in the Central Health Department. The 
establishment of such a bureau at the Centre appears to us to have 
been long overdue. Its functions should include participation in the 
active promotion of health education among all sections of the 
population and the giving of suitable advice and help to Provincial 
Health Departments in the organisation of health propaganda in their 
own territories. One important duty of this Bureau should be the 
publication of an Indian Health Journal. There is a good deal of 
suitable material and literature, local and foreign, available in the 
Central Health Department, which in the absence of such a Bur.eau, 
cannot be utilised as profitably as it could be. 

8. We also desire to see the existing organisations in the pro- 
vinces strengthened with properly trained staff and equipment for 
undertaking health education on an extensive scale and for preparing 
suitable propaganda material. The organisation of health propa- 
ganda is a highly specialised task and it should be entrusted to per- 
tfons capable of producing results. The relatively small acTiieve- 
ments so far recorded in this field are probably due to the fact that 
this importjiut branch of health activity has generally been entrusted, 
in the past, to people with little or no practical training in the sub- 
ject. 

9. While such intensive efforts will no doubt help, to a large ex- 
tent, to educate the people in health matters, the part which sound 
health administration can play in achieving the same purpose should 
not be forgotten. The doctor, the nurse, the midwife and, in fact, 
every health worker will, in the faithful discharge of his or her duties, 
be educating the persons with whom they deal, in regard to the 
prevention of disease and the promotion of positive health. The 
instruction so given to individual persons will we have no doubt, 
prove to be more effective than liealth talks and cinema or magic 
lantern demonstrations to large audiences, because the personal 
relationship which the health worker establishes with such persons 
will help to make them more responsive to his advice. 

10. The methods of propaganda which commercial organisations, 
«uch as the Indian Tea Association, have employed with great 
success shoxild be stiidied and adopted as far as practicable in the 
development of the health education campaign. 

We also recommetfd the establishment of permanent Health 
Museums in the larger towns and cities. 
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CHAPTER VII 

PHYSICAL EDUCATION 


Introduction 

1. In this chapter we shall deal with physical. education as a meana 
of a.ttaining and preserving health. 

Not long ago, physical education used to be synonymous with, 
some sort of old-fashioned, mechanical drill forced on unwilling 
students by a stern-looking, rough and tyrannical instructor^ who 
lavished abuse and made a free use of his lists and cane on his un- 
fortunate victim. A so-called ''drill period'’ was included in the time- 
table of every school, but no pupil looked forward to it. In addition 
to drill, there used to be in some schools, parallel and horizontal bare 
on which boys were forced to perform some gymnastic exerciseSi 
irrespective of their state of health or capacity to undergo strenuous 
exercise. No one looked upon physical education as an integral and 
important part of general education, and for many years it was al- 
most completely neglected. Even in the United Kingdom, it was 
not before 1905 that public attention was focussed on the subject as 
a result of the publication of the report of a Royal Commission on 
Physical Training in Scotland. The Education Act of 1907, the 
great work in this field of Sir George Newirinii, who was then the 
Chief Medical OflScer of the Board of Education and the Education 
Act of 1921 placed health and physical education and training in the 
fore-front of educational schemes and programmes. During the last 
two decades, revolutionary changes and developments have taken 
place in all the civilised countries of the world, in the concept and 
content of physical education and training. There has been con- 
siderable research, old theories have been exploded and the modem 
system of physical culture has developed into a science. It is now 
universally recognised that proper physical education plays a very 
important part in the intellectual and moral development of a people 
and that any time, effort and money spent on it are fully justified^ 

Modem trends in Physical Education 

2. It will be helpful if a brief description is given here of the 
modem trends in physical education and training in certain western 
countries. 

England . — In the elementary schools in England, there is physical 
education of a kind, but ?iot necessarily carried out by trained instruc- 
tors. In the public schools, great stress is laid on games, sports and 
physical training in general As every one knows, love of sport in 
England permeates the country as a whole, nevertheless, it would 
not be correct to say that a national policy in regard to physical edu- 
cation has been developed there yet. We understand, however, that 
the Ministry of Education in England is working out a very compre- 
hensive scheme of physical development for all. 

Australia and Canada . — “The National Fitness Act” was passed 
in Australia some years ago. Under this Aet, a National Fitness 
Council has been formed. For a population of 7 millions, the 
Commonwealth Government grants a subsidy of £72,000 per annum. 
This would, represent, on a population basis, an annual provision of 

90 



PHYSICAL BDUOATION 


about lie. 4 crores in India. We understand that, but for the Warv 
the Australian subsidy would have been much larger. 

The trend in Canada is well illustrated by the fact that a num^ 
ber of towns in one province decided that, as a War memorial, they* 
would build up recreation centred instead of raising statues. 

The United States of America . — ^There is an increasing tendency 
in the United States to substitute athletic games for the classia 
European gymnastics. The physical training syllabuses for children 
are regarded as an essential part of their general education. Sport 
has made headway in all classes of the population in the United 
States. It is intensively organised, especially by the National' 
Becreation Association. In the schools a gymnasium is a standard* 
equipment, although many rural schools have not got it yet. The 
employment of physical education teachers is quite extensive in the* 
cities, but it is not so common in the rural areas. Parks and play- 
grounds have been and are being developed in the cities. As in 
England, the boy Scout and Girl Guide movements are highly 
developed. 

The Bulletin on the Health Organisation (Vol. VI, No. 4, Augus# 
1937), League of Nations gives the following information regarding 
physical education and training in some other countries : — 

Germanij . — Groat ol’forts were made in Germany in the field of 
physical training since the first world war. The new title of “sport 
biJecialists” luul boon introduced. It could only be claimed after 
fulfilling various conditioiih, the taking of a special course in the tech- 
ijique of the physical examination of athletes, participation in various 
athletic. excrcis(‘s, etc. Fudd sports became, in fact, a national fea- 
ture and th('ro wore over 3,000 youth hostels in which more than five 
millions slept and where every kind of facility was made available in 
the matter of prizes, travel and equipment. Youth was organised on 
the principle of self-government, that is, management was entrusted* 
to the young people themselves and all the group leaders were drawn 
from the ranks. The Hitler Youth Organisation included six million 
boys and girls of various age groups. Beginning in the school,, 
physical education continued in the Labour Service Corps — compul- 
sory for all youths between 18 and 20, Adult physical education wasp 
in the hands of the State Association for Physical Exercise. Sports 
were compulsory in all higher educational establishments. 

The Labour Front included over three million members and' 
catered for every type of sport. The training of leaders was very 
actively pursued and an academy of physical training was set up in» 
Berlin. 

Scamhinacia.- -To the Scandanavian countries belongs the honour 
of orginating the so-called Swedish system — a great success in its day 
which still survives in a modified form. Its founders believed that? 
development of the body was a sufficient goal in itself. This system, 
ba? been greatly modified since it was first introduced. 

Denmark . — A fact, which deserves attention, is the extent tO' 
which the system of physical education prevalent in Denmark haB?^ 
spread in rural schools where the physical training instructors are 
peasants who carry out their work without pay, and who are able to- 
unnrovo their own kr»ow 1 cd 2 re bv means of special training courses 
lasting four weeks. The marked growth of popular physical culture^ 
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.in Denmark is due to a careful university training of gymnastic tea- 
chers, who are also concerned with the teaching of other subjects and 
^ whose training includes a study of theoretical and practical physiology. 

Italy , — Before the war physical •training of young people in Italy 
reflected the modern tendency to apply methods of physical culture to 
,all individuals, starting from the principle that the best means of 
• raising the physical standards of adults is to improve the physique of 
the young. The Italian methods of physical training, were based on 
the official policy of the “nation in arms”. This educational move- 
ment reacted very favourably on sports organisations, and their num- 
ber increased considerably. University sports also made considerable 
‘headway. Again, sports training was very popular in all industrial 
circles where the question of workers’ spare time was in the fore- 
" front. 

Chechoslovakia . — A national physical training system, which is 
worth studying, is that of the Sokals in Czechoslovakia based on 
patriotism. Tn pre-war Czechoslovakia, the importance of physical 
training had long been recognised. The educational value of physical 
culture was emphasised, and its beneficial effect on the personality of 
the child extolled. A completely modernised system of physical 
training was available to all classes. Tn 1034, there were 105 gymnas- 
tic and athletic societies with a membership of 2,085,322 (over 15 per 
•cent of the whole population). The Ministry of Public TTealth and 
Physical Education played an important part in directing, coordinating 
and subsidizing these activities. Czechoslovakia had modernised the 
syllabus for school gymnastic and physical education for girls and 
boys of all ages. Sport was also held in honour in Czechoslovakia. 
^Tennis was a national game. 

Hussia. — llussia, like the United States, is nob bound too rigidly 
•by classie methods. ITiysical education accounts for a considerable 
,part; of the general educational programme. The natural methods of 
the active scdiool are followed. The pupils are required to display the 
I maximum initiative and activity, as their exorcises are not artificial 
but practical and, therefore, natural. Ail physical training is under 
.medical supervision. There is an organised programme and there is a 
large number of schools for training physical -education teachers. The 
course covers a period of four years and there is a large budget pro- 
vision for physical culture. A Council of Physical Culture was orga- 
nised in 1924 and the Chairman has cabinet rank. 

.Physical Education in India 

3. Something lias been done in India also to give physical educa- 
tion and training their proper place in the educational structure, but 
a great deal remains to be accomplished, and it is only fit and proper 
that the subject should be prominently home in mind when consi- 
dering schemes for the amelioration of the physical, social and in- 
tellectual condition of the people of the country. Hitherto, the 
tendency has been to place too great an emphasis on the purely acade- 
mic side of education. 'Education, to be complete, must be based 
on a comprehensive plan which does not ignore or neglect any factor 
calculated to influence the development of the child. 

Given suitable plans and facilities, the success of any scheme of 
physical education primarily depends on the teacher, and it is 
•^regrettable that in India there is a great dearth of suitable teachers 
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qualified to impart instruction in this important subject. Children^ 
learn more by example then by precept, and the teacher in charge ot 
physical education should, therefore, possess qualities which cannot^, 
fail to impress the child with whom he is brought into contact. We 
consider that, in addition to a knowledge of the principles and prac- 
tice of physical education, the teacher should possess sound health 
and good character combined with understanding and sympathy. 
Where thousands of such teachers are required not even hundreds are 
available. To produce such teachers in adequate numbers we re- 
quire several suitably equipped and staffed physical education schools 
and colleges in the country. We understand that, at present, there 
are only five physical education colleges in India. These are (i) 
The Y.M.C.A. College, Madras, (ii) The Training Institute in 
Kandivali, Bombay, (iii) The Physical Training Centre, Calcutta, 
(iv) The Physical Education College, Hyderabad (Deccan) and (v) 
The Lucknow Physical Education College. We were told that there 
used to be a very good Physical Training Education College at 
Lahore, but that it has not been functioning during the last three or* 
four years because the premises and grounds were placed at the dis-' 
posal of the military authorities. 

OUB PBOPOSALS 

4. Our proposals fall under two heads, namely, those which relates 
to: 

(1) the training of physical education instructors and 

(2) the organisation of a physical training programme which will, 
include, within its scope, all sections of the community. 

The Training o! Physical Education Instructors 

According to a rough estimate, the total number of physical 
training leachers trained at the institutions referred to above, during 
the last 20 years, does not exceed 3000. This number is far too* 
small for the needs of the country, and if the proposed post-war 
schemes of education are to be implemented in every province and; 
Indian State, thousands of qualified physical training teachers will 
be required. The first step to be taken in this direction is, there- 
fore, the* starting of some more physical education colleges, and we 
recommend that there should be one or two such institutions in each 
province according to its needs. Each institution should grant a 
recognised qualification. Apart from the requirements of the secon- 
dary schools and colleges, thousands of teachers will be needed for 
our primary schools, aqd we suggest that in the normal schools — 
where vernacular teachers are trained — physical education should be, 
if it is not already, a compulsory subject. We understand that tfie 
Dost-war scheme of education envisages the starting of a large 
number of such normal schools in every province. Further, in every 
training college for teachers of secondary schools — and their number 
is also bound to be increased in the near future — adequate emphasis 
should be placed on physical education. Thus a regular stream of 
teachers qualified to participate in the physical education pro- 
gramme, will; during the next two or three decades, continue to flow 
from these training institutions, and we believe that thev will all 
he needed to promote an intensive scheme of physical education in 
the growing numbers of schools and colleges, which the post-war 
education scheme will bring into being. 
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While, under the above proposals, all teachers in primary and 
secondary schools will be equipped to participate in the programme 
of physical education, the leaders in this held will obviously be thol^ 
who undergo the full and intensive course of training provided in 
the physical education colleges. It is desirable that at least* all the 
secondary schools and colleges should have, in due course, one or 
two such physical educationists on their stetk, while all the adminis- 
trative posts in the provincial organisation, we are suggesting below, 
will also be filled by such persons. Our suggestion that all teachers 
>of primary and secondary schools should be trained to take part 
in the development of the physical training scheme has been actuated 
mainly by two reasons. One is that the nation-wide programme of 
physical culture, which we are advocating, cannot be undertaken 
without an army of instructors and, as will be shown later, teachers 
are, in our view, well-fitted to fill this role. The other is that the 
usefulness of physical instructors will be on the wane after a certain 
age and, therefore, it seems to us an advantage if such men also 
possess the additional qualifications of an ordinary teacher on the 
academic side, so that they can, during the last 10 or 15 years of 
their service, be diverted to the purely teaching line. 

In addition to the development of such training facilities in India, 
we suggest that a certain number of highly qualified physical train- 
ing instructors should be selected and sent abroad at State expense 
rfor higher training on the most up-to-date lines. On their return 
to India, they should be employed in responsible adncjinistrative and 
teaching posts where their special training will be of value. 

A Physical Training Programme lor the Community 

The programme should make provision (1) for the students of 
schools and colleges and (2) for the geneifal public. It seems to us 
that, at least in the beginning, it may be advantageous to develop 
a single organisation to serve ‘the needs of both these sections of 
the population. The anticipated expansion of post-war educational 
activity will probably bring schools to almost every village or group 
of small villages in the country and, if our suggestion for the 
training of all teachers as exponents of physical culture is adopted, 
it should be possible, to provide a sufficient number of trained work- 
ers, even in the rural areas, to develop physical culture activities 
not only in schools but also outside them for the benefit of the 
general community. The campaign for improved community health 
through physical culture will require enthusiastic workers, who 
through their own zeal can help to rouse a similar response from 
the people. In our view the schoolmaster, because of his general 
education and of the influence he is able to exert on successive 
groups of pupils with whom he comes in contact and on their 
parents, is favourably placed for stimulating such response from the 

Provincial Organisation 

5. For promoting the development of a physical training pro- 
gramme on ft broad basis, it will be necessary to establish a suit- 
able organisation in each province and, for the reasons already 
suggested, this organisation rhay, with advantage, be made part of 
the provincial Education Department. In this connection, it may 
fce mentioned that, in the Punjab, there are suitably qualified officers 
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designated as ''Assistant District Inspectors for Physical Training’* 
who are attached to the district inspecting stajS of the Education 
♦Department. It is a part of their duty to encourage the establish- 
ment and maintenance of village games and sports clubs for adults, 
and we gather that much useful work has been done in this direc- 
tion by these men. In our opinion, not only should there be one 
such officer for each district, but one for each Tehsil. At the pro- 
Tincial headquarters, there should be a highly qualified physical 
educationist with the rank of an Assistant Director of Public Instruc- 
tion, who shouM act as the adviser to the Director of Public Instruc- 
tion. In the larger provinces, a suitable number of regional officers 
ior groups of four or five districts may also be found necessary. 


JSmphasis on .National Games and Exercises 

6. Another matter we desire to emphasise in connection with the 
national physical education programme is the need for incorporating 
in it, as far as possible, various forms of physical training, games, 
sports and folk dances which are prevalent locally in different parts 
of the country. These embody in themselves the genius innate in 
the people for organised recreational activity, and it is in the national 
interest that such of them as possess real cultural value should be 
preserved and not permitted to die out. Apart from this, these 
activities are generally less costly, from the point of view of deve: 
lopment and maintenance, than games such as cricket, hockey and 
tennis and, in the large scale scheme of physical training we are 
advocating, the question of cost cannot be ignored. We do not 
suggest that the newer forms of recreational activity that western 
education has brought into the country shoiild be brushed aside. 
What we desire to see is , a blending of the old and the new 
in an attempt to evolve a sound scheme of physical culture, which 
provides for the training of the physique through gymnastic and other 
exercises as well as for the development of that alertness of body and 
mirfd, of discipline and of team spirit, which results from corporate 
recreational activities conceived on as wide a basis as possible. It is 
such a system of physical culture which we desire to see developed 
for irhe student population and for the general ^public. This will be 
possible' onfy if the programme of training in physical education for 
teachers in training schools and colleges is drawn up in accordance 
with the suggestions put forward here. 


Physical Education Programme for the Student Popnlation 

7 In addition to the different forms of physical exercise and 
recreational activity, which will be developed in the sch^ls and 
colleireB, we desire to see as wide an expansion m possible of the Boy 
Scout, Girl Guide, the Junior Bed Cross, the Hindustan Scout, fte 
Beuffal Bratachari and similar movements, which can mahe valuable 
contributions to the well-being and disciplined training of the youth 
of the country. It is desirable that, when fully trained 
educationists become available in sufficient numbers, the 
in each school and college should be developed under an instructor 

with such training. , 

Certain persons are not able to stand 
extent as others and it is. therefore necessary “"t 

colleges, physical instructors and school medical , 

operate in order to ensure that, in A^of 

draining given is regulated in accordance with the medical advice of 
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the doctor. We shall deal with this subject in the chapter contain- 
ing our recommendations for health services for the school-going, 
population. 

Physical Education of the Adult Population 

8. We recommend that, in cities and important towns, local autho- 
rities should direct more attention than has so far been given to the 
organisation of suitable forms of recreation for the non-student popu- 
lation. Playgrounds, parks, wrestling arenas and swimming pools 
should be provided, and the need for including such requirements 
should be kept prominently in view in any schemes of town planning 
that may be undertaken. All existing voluntary organisations pro- 
moting amateur sports should be encouraged and, wherever possible, 
given grants-in-aid. While local authorities should be m^e the 
instruments for carrying out this scheme of physical education for 
the general community, the Governments should help them 
financially and with technical advice. The provincial organisation, 
which we have recommended, will be responsible for giving suck 
advice and for recommending the distribution of grants-in-aid for 
the development of physical education schemes. 

Physical Education for Women 

9. Any scheme of ''physical education will not be complete unless 
suitable provision is made in it for girls and women and we attack 
the greatest importance to a proper system of physical training 
being evolved for them. In training a boy you train an individual, 
in training a girl you train a family. Girls would, of course, need 
a somewhat different type of physical education to that designed for 
boys. This aspect of the question, as also the very diflScult prob- 
lem of financing and training an adequate number of women teach- 
ers, will, we earnestly hope, receive the careful and sympathetic: 
consideration of the authorities concerned. 






CHAPTER VIII 

HEALTH SEEVIGES FOR MOTHERS AND CHILDREN 

1. We consider in this chapter and in the succeeding two chapters 
special services tor three separate groups of ttie community, (1) 
mothers and children, (2) school children and (3) industrial workers. 
The reasons for developing such special services will be set forth in 
detail in the appropriate f) laces. We must emphasise, in our view, 
that such services should not be considered as functioning indepen- 
dently of the general health organisation for the community, Ttie 
ultimate aim of a national health service is to ensure continuity of 
health protection to ev(U‘y individual from the prenatal stage, through 
childbirth and the subs(*qu«‘nt years of life ripht up to death. The 
spoeaal services rrieutioiKMi above are intended, through certain specific 
duties which they perform in respect of particular sections of the com- 
munity, to supplomenf tlui ])ro vision for h(‘alth protection which the 
general health organisation makes available to all. It is essential, 
however, to recognise the organic unity of such special services and 
of the general health organisation. We have kept this in view in 
formulating our proposals for the development of personal services foT* 
each of these three ernups of population. 

MOTHERS AND CHILDREN 

Introduction 

2. Our review of the existing health conditions in respect of these 
sections of the population contains abundant evidence to show tl.e 
importance and urgency of providing adequate measures for the protec 
tion of their health. It was pointed out that, on a conservative esti- 
mate, about 200,000 women died annually from causes arising out of 
childbirth in a year iu British India, and that the number of those 
who siifFered from varying degrees of disability resulting from the 
same causes must be many times that figure. No estimate of the extent 
of inaternal morbidity in India can be made except, perhaps, in an 
imperfect way by basing our calculation on the experience of some 
other country. In a recent Report on National Maternity Service 
(May 1944) isaued^by a Committee appointed by the Roval College of 
Obstetricians and Oynapcologists in England, it is stated that “Blair- 
Bcll estimated that for every woman who dies as a result of pregnancy 
nr childbirth, 20 suffer from impaired health and lowered efficicnev 

If this proportion can he applied to India, the number of women, who 
lire made to suffer ill-liealth as the result of pregnancy imd childbear- 
ing will each year be about four millions. Apart from the suffering 
and loss that these figures for maternal morbidity and mortality 
reveal, the adverse effect produced on home life by the continued 
illness of the mother or by her death at a comparatively early age 
can hardly be estimated, particularly from the point of view of tht'i 
health and well being of the surviving children. 

3. As regards child mortality, it has been shown in our survey 
that nearly half the total annual deaths at all ages in Bntish Tnd^a 
t^ke place among children under ten years and that, of these, about 
half the number is among those under one year of age. It is, there- 
fore, clear that measures directed towards reducing sickness and* 
[nortality among mothers and children must have the highest priority 

any programme of health development in this country. 
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4. Before making detailed proposals for providing health pro- 
tection to mothers and children, we may enunciate certain general 
principles which should govern the development of the requisite 
services. 

Childbearing should normally be a physiological function for the 
woman and, although certain aemands would be made on her for 
meeting the prenatal needs of the child, she should, under reasonable 
conditions of life, be able to adjust herself easily to these require- 
ments. On the other hand, when she is sick or in a subnormal state 
of health, which may often be associated with socio-economic causes* 
promoting adverse conditions of life such as malnutrition and/or 
undernutrition, overcrowding and undue physical strain through over- 
work, childbearing becomes invested with a measure of risk much 
greater than that which a healthier person placed under more favour- 
able conditions has to face. 

5. It follows, therefore, that the special steps taken to promote 
healthy motherhood must include not only medical measures but also 
certain ancillary services designed to mitigate or remove the socio- 
economic factors mentioned above. It also follows that our ultimate 
aim should be not merely to safeguard maternity but also to provide 
adequate health protection to all women, in order to ensure that the 
function of motherhood is undertaken under optimum conditions of 
health. Special services for the protection of maternity will no 
doubt be required, but these services should be developed as parts 
of the wider organisation for providing adequate health protection, 
to all women. 

The health of the mother and the health of the child, parti- 
cularly at the younger ages, are so closely related as to be almost 
inseparable. At the prenatal stage and during cotifinement the 
health of the child and even its existence are largely influenced by 
the health of the mother. During the first few weeks and months 
following childbirth, the infant is generally in such close association 
with her and so dependent on her for sustenance that any illhealth 
affecting the latter has its natural repercussion on the child. Later 
too, it is the mother s watchful care that wards off the adverse effects 
of an alien environment to which the growing child has to adjust 
itself and, if sickness or ignorance of mothercraft prevents her from 
exercising the requisite care over her baby, the latter must, in the 
majority of cases, suffer the consequence of such neglect. 

In these circumstances, it seems essential that the proposed 
health organisation should deal with mothers and children together. 

6. For the sake of continuity of service it is desirable that, as 
far as possible, the same doctor, midwife and public health nurse 
should be responsible for the care of the mother and child. Thus the 
supervision exercised over the mother during the antenatal period, 
during confinement and in the postnatal period will be uniform. 
From the point of view of the infant, it is of advantage if such 
•continuity of service can be maintained during infancy and the subse- 
quent years of childhood. 

OUR BEOOHMENDATZONS 
Oertain Prelimlnaiy Oonsiderations 

7. The proposals that are en^bodied in the short and long-term 
programmes of health development, that we have recommended in an 
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^earlier part of this report, incorporate the principles indicated above. 
The maternity and childwelfare organisation will be an integral part 
•of the general health service and is intended to provide domiciliary 
and institutional health protection for expectant and nursing mothers 
as well as for infants and children. In each local area the same 
.medical ofiScer, public health nurse and midwife will deal with women 
during the antenatal stage, confinement and the postnatal period. 
Similarly, the same staff will ensure continuity of service to the 
growing infant throughout the period of childhood. While the 
pattern of the health service for mothers and children will be same 
in both the short and long term programmes, inadequacy of trained 
•staff and of funds will, during the short term, limit the range and 
quality of the service that can be made available. 

Sl\prt-Term Programme 
Primary Unit 

8. The staff available for this branch of health activity in a 
.primary unit will consist of a woman doctor, four public health 

nurses, four midwives and four trained dais. The institutional 
service will consist of a dispensary at the headquarters of the unit 
and a hospital of 30 beds serving four such units together. At .the 
dispensary there will be provision for four beds, of which two will be 
for maternity cases. , In the 30-bed hospital six will be set apart 
for maternity and gynaecological cases and there will be 4 cots for 
children. It is understood that certain Provincial Governments are 
proposing the establishment of maternity homes. Any provision in 
these homes above the minimum we have recommended will be 
welcome. 

9. The population of a primary unit will be approximately 40,000. 
The average area covered by it will vary considerably, from about 51 
square miles in Bengal to 425 in Sind. Only in four provinces, how- 
ever, will it exceed 200 square miles. If the last figure is, therefore, 
taken as the average area of a primary unit in British India, as a 
whole, we shall be making a reasonably correct estimate. It will be 
recalled that, in our short term scheme, we have suggested that 
each primary unit should be divided into four circles, of which one 
would be associated with the headquarters of the unit, and that in 
each of these four circles, there should be stationed a public health 
nurse, a midwife and a trained ddi. The radius, within which each 
of them will then have to operate, will be about 4 to 5 miles. 

10. On the assumption that thq birth rate is about 40 per mile 
each circle with its population of 10,000 may be expected to have 
400 births per year. Each midwife and the dai will, therefore, have 
to deal with 200 births in a year, which is twice as much as can be 
effectively dealt with under normal conditions. Until the service 
becomes sufficiently popular, it is unlikely that all the expectant 
mothers in the area will avail themselves of the facilities that are 
offered. We may, therefore, expect that, in the early stages, our 
service will be availed of by only a proportion of the number of 
pregnant women in the area, so that the demands on each midwife 
^md dai are not likely to prove excessive. 

11. At the headquarters of each primary unit and in the places 
in which 30-bed hospitals are located, the services of a medical officer 

^^ill be available and there will also be provision for a small number 
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of maternity beds. With such facilities^ and with the aid of the 
public health nurse, midwife and trained dai stationed at these 
places, it should be possible to organise a maternity and child welfare 
centre, the range of activity of which can be expanded as and when 
more trained personnel and funds become available and communica- 
tions improve. A weekly clinic should be held by the doctor at thia 
centre. The functions of such a centre should include the follow- 
ing:— 

(1) To get in touch with as many pregnant women in the area as 
possible and to persuade them to visit the clinic regularly. On the 
first visit, a detailed examination of the expectant mother, general 
and obstetric, should be made and a record of her medical history 
kept. At subsequent visits advice in respect of the hygiene of 
pregnancy and instruction regarding diet will be given. Further, 
it should be possible to make an early diagnosis of any deviation 
from nonnal health, to give appropriate advice and timely treatment 
for such diseases as tuberculosis, syphilis, anaemia and toxaemias of 
pregnancy or to refer the patient to institutions or specialists for 
medical attention. 

(2) To provide for the skilled assistance of a midwife or trained 
dai at the time of delivery and for domiciliary visits by a public health 
nurse for two weeks thereafter. A record of the confinement and of 
the immediate postnatal history should be added to the card of the 
mother and a new one opened for the infant. ' 

(3) To keep the mother and child under observation, if possible, 

for a year. It is desirable to keep a weekly weight record of the 
infant. Advice to the mother should be given in respect of lactation, 
diet and exercise and, at a later stage, in respect of weaning. 
Treatment, where necessary, should be given and extra nourishment 
to mother and child should be made available, if required. ,, 

(4) To teach mothercraft in all its branches with practical 
demonstrations, special emphasis being laid on the inculcation of 
sound hygienic habits in the mother and child. 

(5) To keep children under observation, if possible, up to five 
years. Weight and progress records should be kept. From the 
second year onwards monthly visits would suffice, but mothers should 
be instructed to report any illness arising between visits to the clinic 
and a domiciliary visit by a doctor should, in such cases, be arranged. 

(6) To organise occasional talks, by suitable persons, for husbands 
and fathers in order to secure their co-operation, 

(a) in the care of their women especially during pregnancy, 

(b) in the advisability of spacing the births of their children, 

(c) in child-psychology, 

(d) in aiding their wives in the maintenance of hygienic surround- 

ings and in providing a well-balanced diet for the family 
and 

^ (e^ iu the development of the faculties of children by means of 
manual occupations, special toys, games, etc. 

(7) To give instruction on birth control. We have discussed ibis 
subject elsewhere in this report, and have expressed the view that, 
where considerations of maternal health so require, it is definitely 
the duty of the State to provide facilities for imparting such 
knowledge. We have further expressed the view that the imparting 
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of information regarding birth control by Government agencies 
should be limited to institutions such as maternity and child welfare 
centres and hospitals and dispensaries which render medical aid to 
women. 

12. The centre should be provided with a weighing machine, a 
pelvimeter, an examination table and equipment for testing urine, 
taking the blood pressure, estimating haemoglobin, taking blood for 
laboratory examinations, etc. 

13. Whenever practicable, a playground for children of two to 
five years of age should be provided as close to the centre as possible 
with toilet* accommodation for mothers and children, quite apart from 
the bathrooms where the bathing of infants and children is carried 
out. 

14. The centre should aim at becoming the focus of social 
Activity in the area as far as mothers and children are concerned. 
The mornings should be devoted purely to health measures while 
certain afternoons during the week should be set apart for such 
things as needle work and knitting, invalid cookery, the management 
of children, home nursing, etc. An enthusiastic social worker should 
be selected for promoting such activities. Whenever favourable 
cpportuniiics arise, talks should be given on health, on gardening 
with special reference to the raising of vegetables, and on current 
topics of general interest. 

lo. Although we realise that the activities outlined above may 
not be possible of development so as to cater to the needs of the whole 
population of each primary unit during the early stages of the pro- 
gramme, we have described at some length the scope and nature of 
the work that the maternity and child welfare centre should perform 
because we feel that this institution, with its combined attack on the 
health, and social problems of the Indian home, is bound to play a. 
vital part in the programme of national reconstruction. If the 
principles of hygienic living can be inculcated in the women and 
children of the country, no bettor foundation can be laid for building 
up the public health. Further, the wider outlook, which the social 
activities suggested by us at the centre are calculated to promote 
will, we have no doubt, help to raise the general level of welfare in 
the community. 

16. Here is a field in which the active co-operation of the officers 
of all departments of Governnienjb concerned with the promotion of 
social welfare will be of great value in advancing the work of the 
centre on sound lines. The maternity and child-welfare centre will 
form the focus from which the health care of mothers and children 
will radiate into the homes of the people. The woman doctor, the 
nurse and the midwife should supplement the medical attention 
provided at the centre by such advice and treatment as may be 
possible for them to give during their domiciliary visits. The vast 
niajority of the confinements will, during this period, have to be 
conducted in the homes of the people. The two maternity beds, 
fittached to the dispensary at the headquarter of each primary unit, 
ftnd the six beds for the same purpose at the 30-bed hospital, can 
provide accommodation only for the most urgent cases. The condi- 
tions prevailing in many homes are likely to be far from being satis- 
factory for the cond\iot of delivery and, until the general housing and 
economic position improves cons’derably, these conditions may not 
«how any material change. Some improvement will, no doubt, bo 
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possible in all except perhaps the homes of the poorest people if the* 
housewife can be given proper instruction to prepare her home for 
the advent of the new baby through such changes as she can probabh 
effect within the limits of the family income. The extent to which- 
the nurse and the midwife have won the confidence of the housewife 
will determine largely the degree of success which their efforts in this 
direction will attain. We recommend that standard sanitary outfit? 
should be made available in all necessitous cases. 

17. In the three peripheral circles of each primary unit, the resi- 
dent staff will be only a public health nurse, a midwife and a trained* 
dai. It is anticipated that the woman medical ofiBcer will be able to 
visit the headquarters of each of the three circles (the fourth being’ 
the headquarters of the primary unit) once a fortnight. The public 
health nurse should hold a weekly clinic, while the medical officer will 
attend every alternate clinic. The same lines of activity should, 
as far as may be practicable, be followed in the peripheral circles 
as those described for the maternity and child-welfare centre at the* 
headquarters of the primary unit. The nurse will normally cairy 
out such routine treatment as will be prescribed by the doctor during 
her visits, while the latter will undertake all higher types of work 
required in respect of the women and children attending the clinics. 

18. We have already referred to the importance of improving the 
nutrition of these women and children as an essential step towards 
the promotion of their health. Necessary provision has been suggested 
in the budget for each primary unit and the matter will be referred! 
to in greater detail later in this chapter. 

Headquarters of the Secondary Unit 

19. At the headquarters of the secondary unit the 200-bed hospital 
should have, it is suggested, about 50 beds for maternity and 
gynaecological cases, in the second five-year period of our. short- 
term programme the 200-bed hospitals constructed during the first 
five years will, we hope, be enlarged so as to provide 500 beds. In 
this case the provision for maternity and gynaecological cases may 
be raised to about 125 beds. The better facilities expected to be 
available in these institutions will make a higher type of service 
possible, while the telephone and ambulance organisation, we have 
recommended, will help to extend these facilities to the more serious- 
cases occurring in the primary units. 

20. For the supervision of the maternity and child- welfare organi- 
sation in the area under our scheme, we have provided, at the head- 
quarters of each secondary unit, an Assistant Administrative Medical 
Officer and a Senior Public Health Nurse. 

21. At the headquarters of each province, there should be, on 
the establishment of the Director of Health Services, a competent 
woman doctor with wide experience in the organisation of health 
services for women and children. It will be the function of this 
ofi&qer to promote the development of these services in the districts, 
co-ordinate their activities and, by constant supervision, ensure a 
high level of efficiency. 

Utilisation of the Services of Less Qualified Types of Personnel 

22. We recognise that, in the early stages, the staff employed 
in individual primary units may 'not reach the standard recom- 
mended by us either in respect of numbers or of quality. It will not 
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be possible with the relatively small number of women doctors, who 
we available for service at present, to station a woman doctor 
in each primary unit during the greater part of the short-term pro- 
gramme. Similarly, health visitors, who possess only a lower type 
of qualification than public health nurses, will have to be employed 
for some years in place of the latter. Inadequacy of trained midwives 
will necessitate, for many years to come, the employment of the 
indigenous dai with such training as may be given to her to render 
her conduct of normal delivery reasonably safe. While recognising 
the inevitability of such deficiencies in the early stages of our 
programme, we feel that the proposed organisation is on sound lines 
and that, when adequate expansion takes place, it may be expected 
to provide an integrated curative and preventive health service lor 
mothers and children. 

The Long-Term Programme 

23. By the time the long-term programme is completed, tha 
health organisation will have developed sulhciently to provide a 
reasonably adequate service. The population to be served in each 
primary unit Will be relatively small, namely, about ten to twenty 
thousand. Of the three women doctors who will be available, one 
will be in charge of the maternity and gynaecological ward in the 
hospital in addition to any other duties that may be assigned to her. 
while the other two will be engaged on domiciliary service, which will 
include, within its scope, not only the care of maternity but also the 
treatment of all forms of sickness among women and children. Four 
public health nurses will assist these women doctors in the provision 
of adequate medical care to the people in their homes. Each of these 
will be a type of nurse who can deal not only with maternity and 
child welfare work but also with school health, tuberculos s and other 
forms of preventive health activities. The provision of six midwiyes, 
four public health nurses and two women doctors for domiciliary 
service in a population of about 10,000 to 20,000 should help to ensure 
a reasonable measure of health protection. The ten maternity and 
gynaecological beds, to be provided in each primary unit hospital, are 
intended for the hospitalisation of cases requiring greater care and 
attention than can be given in domiciliary service. 

24. These provisions for each primary unit will be supplemented 
by the higher typ 9 of service which will be available at the head- 
quarters of the secondary unit and of the district. The administra- 
tive staff, in charge of the maternity and child-welfare organisation 
in each district, will also have increased by the time the long-term 
programme is completed. There will be a Deputy to the Officer-m- 
charge of the District Health Services, who will be responsible for 
this branch of health administration, while she will have her counter- 
part at the headquarters of the secondary unit. At these two places, 
Uiere will also be corresponding officers for the supervision of the 
public health nurses. It should, therefore, be possible to ensure 
that the service for the health protection of mothers and children is 
maintained at a high level of performance throughout the district. 

The Training of the Required Health Personnel 

26. The most urgent need in connection with the development of 
maternity and child-welfare services is, as in the case of the other 
health services, the production in adequate numbers of the different 
types of workers. The proposals we have made, in the chapter on 
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professional education for the training of health personnel, will, if 
uiiplemented, provide types ol workers of all categories who should 
prove more satisfactory than those who are available at present. 
Whether it be the doctor^ public health nurse or midwife, a dehcienoy 
of major importance in the training now given is the absence of faci- 
lities for acquiring actual experience of health administration, in- 
cluding domiciliary service. Our recommendations include the 
requirement that all health workers should have certain specified 
periods of field training before they become qualified for their respec- 
tive professions, and this deficiency will, therefore, be '’met when the 
new types of doctors and other health personnel become available in 
suliicient numbers. 

26. Another obstacle to a rapid expansion of the niaternity and 
child-welfare organisation is that the existing numoer of women 
doctors with the requisite special training and experience is extremely 
small. In the section dealing with proiessional education, we have 
emphasised the importance of providing facilities for specialisation 
in the different branches of medicine, including maternity and child- 
welfare, in the programme of postgraduate education. Such speciali- 
sation will include obstetrics, gynaecology and pediatrics in order to 
provide the specialists whose services are essential for the dcvelop- 
nieat of an efficient health organisation for mothers and children. 
Side by side with this, the creation of an increasing number of 
qualified workers in the lower branches of the maternity and child- 
welfare organisation will also form an important part of the profes- 
sional education programme under our scheme. 

Social and Economic Factors 

27. We have already drawn attention to the importance of the 
social and economic factors in planning a campaign for the improve- 
ment of the health of mothers and children. In our view, the two 
most important among these factors are inadequate nutrition, which 
includes malnutrition and under-nutrition, and the strain resulting 
from overwork either in the home or outside. 

Nutrition 

28. The pregnant woman, the nursing mother and the growing 
child require a more generous and nourishing diet than the general 
population, and they are, therefore, easily affected by reductions in 
the quality and quantity of the food they eat. The health services 
for these two sections of the populatioji, howsoever elaborate* and 
efficient, will fail to produce satisfactory results unless simultaneous 
measures are undertaken to improve their nutrition. 

29. We have discussed, in the chapter dealing with nutrition, the 
problems associated with the task of raising the general level of 
nutrition in the country. The action required to be taken will cover 
a wide field and will include such measures as the augmentation, 
on a large scale, of the production of practically all articles of diet, 
theh* storage, transport and distribution, special steps for ensuring 
that the prices of essential articles of food are brought down to such 
a level as will place them within the reach of the poorer sections of 
the community as well as social and economic changes directed 
towards raising the income of the vast majority of the population. 
This wide range of administrative measures, which constitute some 
of the essential steps r-ecessary for raising the general standard of 
nutrition, forms no doubt an important part of the objectives that 
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the national post-war reconstruction programme has in view. While 
the implementation of this programme can alone promote the attain- 
ment and maintenance of a reasonable standard of nutrition in the 
-country, immediate steps are necessary to ensure that, among the 
poorer sections of the community expectant and nursing mothers 
and children get such supplements to their diet as will help to 
provide the nutrition required. In our budget for each primary unit, 
we have suggested the provision of an annual sum of Rs. 3,000 in 
order to enable the Woman Medical Officer to make suitable additions 
to the diet of such mothers and children. 

The Strain Resulting from Overwork 

30. The strain, resulting from overwork, will affect a woman’s 
health both during pregnancy and in the postnatal period. In the 
section relating to industrial health we have recommended the grant 
of maternity benelit to, and compulsory abstention from work for a 
period of six weeks before and six weeks after confinement by, all 
’Women employed in industry. We have also recommended that these 
coucessioiis siioiild, in due course, extend to all women gainfully 
employed putside their liornes. We, therefore, look forward to 
the extension of maternity benefit to all classes of women workers 
except those who arc subject to undue ])hysical strain in the dis- 
charge of their household duties. It is true that in many cases, 
especially under the joint family system, the expectant mother 
gets relief from domestic work from her w^omen relatives. But cases 
are not infrequent where the lone woman has to battle with a whole 
liost of household duties, including the reardig of a number of small 
children. In such circumstances, adequate rest either before or after 
confinement becomes impossible. The supply of ‘home-help’ by 
the public authority has become a recognised practice in England and 
other progressive countries, particularly during the lying-in period. 
The liome-help is a woman wlio keeps the home for the mother while 
Ihe latter is lying-in at home or in hospital. In Holland, such 
persons are required to have special qualifications in elementary 
nursing and in tlie management and feeding of infants. W^hile, under 
present conditions, our primary concern should naturally be that of 
promoting the rapid development of the essential health services, we 
have no doubt that, in due course, the question of supplying trained 
assistance to expectant and nursing mothers will have to be considered 
in this country also, if the harmful effects of undue physical strain 
on such women are to be avoided. 

CERTAIN OTHER MATTERS 
<a) Nurseries for children 

31. The provision of nurseries or creches to relieve the mother, 
especially the working woman, from her responsibility for the care 
of the child during her hours of work, has been a noticeable develop- 
ment in all highly industrialised countries. But tlie nursery^ can 
also be made to play an important part in the education of the 
mother and the education and proper development, physical and 
mental, of the child. In this connection, wo wish to draw attention 
particularly to what has been a('complishcd in the Soviet Union for 
"the development of nurseries as an integral part of the child-welfare 
'Organisation. We give ns appendix 13 the relevant extract from 
^^rofessor Sigerist's book, “Socialised Medicine in the Soviet Union’*. 
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He points out that, in that country, the nursery has become so* 
standardised that similar institutions are found in Moscow, in the 
Caucasus, in Central Asia and in Siberia. The institution serves a 
threefold purpose, namely, that of relieving the mother, of caring for 
the child and of educating the mother and clnld. Most nurseries, 
take in about 50 to 125 children. Each institution is, generally, in 
charge of a woman doctor and she is assisted by a staff consisting of 
doctors, psychologists and nurses. Besides taking care of the child, 
from the point of view of health and physical comfort, the programme 
of the institution is so dev sed as to develop his social instincts as 
well as mental faculties and to promote the growth of healthy 
habits. Separate provision exists for children at the successive ages, 
of 0-1, 1-2 and 2-3 years. The aim is to make them healthy in 
body and mind, to draw out their innate faculties and to make them 
self-reliant. 

32. The mother visits the nursery to feed her baby and receives 
her lunch there free of charge. She learns how to feed, dress and 
take care of her child properly. Such instruction in mothercraft also 
helps her to take proper care of her later children. The influence 
that the nursery exerts on the home of the child is also important. 
Nurses sent out from the institution “inspect the living places 
regularly in order to find out under what conditions the children* 
live.’’ A more detailed description will be found in the appendix. 

33. In liussia, the nursery has been organised mainly for women 
employed in industry. S.gerist has pointed out that, of the total 
number of industrial workers, about 39 per cent, w^ere women. Since 
1937, when the book was published it is almost certain that this- 
percentage must have risen. At first, the development of these 
institutions was mainly in urban areas, but with the growth of 
collective farms and State farms, nurseries spread to the country- 
side. It seems to us, however, that the establishment of such- 
institutions can help to Improve the health and welfare of mothers 
and children in the general community also. Apart from the medical 
benefits and physical comforts they provide, these institutions should 
promote the gi’owth of cominunitv life on sound lines through the 
development of the social instinct in the mother and, to an even 
greater extent, in the child. There are other advantages also. The 
opportunities these institutions offer for the health education of 
mother and ch:ld are nniqne. Equally nnifjiio are the opportunities- 
they present to the health workers, and particularly the pediatrician, 
to study child life in health and disease as w^ell as on the borderland. 

34. Can the establishment of the nursery as a part of the 
maternity and child-welfare organisation be considered as a practic- 
able measure in India? If it is to play its part in the development 
of child life on proper lines, the nursery service should not be confined' 
to the children of the industrial portion of the community but should 
include, as far as possible, those belonging to all sections of the 
population. If nurseries, on the lines indicated above, are estab- 
lished, in some of the larger eities of India, they will serve equally 
the needs of the industrial and non-industrial sections of the popula- 
tion of the areas in which they are located. We recommend that 
the establishment of such nurseries should be attempted, in the- 
first instance, in provincial capitals. In the beginning, women 
workers in industry will probably take most advantage of the facili- 
ties that are offered. But such facilities should continue to be avail- 
able to all sections of the community and we have little doubt that., 
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in due course, these institutions will extend their beneficent influence 
over the non-industrial section of the population also. 

35. In making this recommendation, we are not oblivious of the 
many difficulties that exist. 'Even in the larger provincial capitals 
caste and religious differences, with their restrictions relating to diet 
and certain other aspects of the life of the people, will probably 
render it difficult to maintain these nurseries on common lines for all 
children. On the other hand, a large part of the educative value of 
these institutions, will be lost if they are developed on sectarian- 
lines. VVe believe, however, that we are right in assuming that the 
increased o])portunities for the commingling of communities, which 
the post-war educational programme and developments in other fields 
of social reconstruction must create, will cause these differences 
among the various sections of the population to disappear gradually. 
We also believe that the health services we have recommended v/ill 
contribute their share to this end, partly through the education that 
results from the contacts our workers will establish with the people- 
in their homes, and partly through the opportunities that the facilities 
offered by the health services will create for the people to come 
together. We, therefore, recommend that those nurseries should 
not be developed on sectarian lines. The provis’on made for food, 
recreation and other activities should be on a common basis for alT 
mothers and children. 

(b) Health Education 

30. We consider health education as one of the most important 
functions of the maternity and child-welfare organisation. The home 
visits paid by the doctor, nurse and midwife, the consnltalions with 
mothers at the atitenatal, postnatal and infant-welfare clinics, alt 
afford opportunities for instructing them in the maintenance of their 
own health and of that of their children. The nurseries, which we 
have described in the preceding paragraphs, will, when established^ 
provide even greater opportunities for such education. 

37. The health education of mothers and children must naturally 
form part of the wider scheme for similar instruction to the commu-^ 
nity, as a whole. The measures to be adopted in respect of the 
latter have been considered in a special chapter. There we have 
suggested the organisation of the necessary measures on a broad 
basis so as to inedude the numerous recognised methods of imparting, 
information, such as the radio, printed literature, personal talks, 
health dramas, exhibitions and songs, as well as every other channel 
tor placing before the people the importance of health and the 
inetliod of securing and maintaining it. All this educational work 
will no doubt, benefit the mother and child, but the most lasting 
results are likely to be those derived from the sympathetic advice 
and guidance that individual members of the maternity and child 
welfare organisation can make available to mothers and (‘hildren in 
the course of their daily duties. 

(c) Maternity Homes 

38. The establishment of private maternity homes, in response 
to the growing demand of the public for institutional facilities for 
confinement, is a noticeable feature in some of the larger urban 
centres. We wish to emphasise the importance of local health 
a\ithorities exercising the strictest possible control over the establish- 
nient and maintenance of such institutions. The existing homes 
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sliouid all be registered, inspected and brought up to desirable 
standards iu respect of buildings, staii, equipment and maintenance. 
The estabhshment of new institutions should receive the prior sanc- 
tion ol tde health authority m order to ensure that due regard will be 
paid to these requirements, it is desirable that the Provincial 
iMinistry of Health should prescribe suitable standards in respect cf 
these and make it incumbent on local authorities to enforce them. 

^d) Voluntary EiXort in the field ol Maternity and Ohild-weUare 

39. in this, as in other holds of health endeavour, voluntary 
organisations have played an important role in the past. Entfiusiastic 
voluntary workers were responsible for starting the training of 
indigenous dais, of mid wives and of health visitors, all of whom are 
♦essential personnel for the maternity and child-welfare organisation. 
Voluntary societies have also been responsible for the establishment 
and maintenance of a large number of maternity and child-welfare 
.centres. 

40. In 1930 voluntary work in this field was centralised by the 
establishment of the Matcrnitv and Child Welfare Bureau under the 
Indian Ked Cross Society and the a 2 )poiniinent of a Director of that 
Bureau who could, through the various provincial and local branches 
of the Bed Cross Society, promote the development of this branch 
of health activity in different parts of the country. Indeed, in certain 
provinces {e.g.y the United Provinces and the Central Provinces) the 
Provincial Governments concerned have transferred their respon- 
sibility in respect of maternity and child-welfare work to the respec- 
tive provincial brandies of the Indian Bed Cross Socioly by giving 
them large grants and perin ttin r tluan to develop and maintain the 
.organisation as part of the activities of the Society. The only 
control that the provincial health authorities have over the organisa- 
"feion seems to be throiidi the representation of health officials, such 
.as the Director of Public Health, on the executive committees of the 
provincial branches of the Society. 

41. While fully recognising the need for and appreciating the 
value of voluntary organisations in the field of health, we hold the 
view that their activ.ties should supplement rather than supplant 
the legitimate functions of Government in this sphere. The imple- 
mentation of our proposals for health development in the provinces 
will, no doubt, bring this branch of health administration within the 
purview of the Provincial Health Department, but the expansion 
of our scheme over the whole province will take time and, in the 
areas outside the scheme, the present state of affairs will no doubt 
<jontinue.^ We have recommended that the Officer- in-charge of the 
District Health Services should supervise the development of our 
fScheme as vrell as control the health administration of the area 
unaffected by it. In the latter, he may find that he has no authority 
to enable him to regulate the functioning of the existing maternity 
and.child-welfare organisation. This is far from satisfactory. 

42. We are therefore of the opinion that provincial governments 
should exerc’se closer supervision and control over the maternity 
^nd child-welfaie activities of the Bed Cross Society and, indeed, of 
al] similar organisations. There^ is abundant scope for voluntary 

®''PP^eJ^ont what governments can do in practically all 
I?ranches of health service, and everv available agency should be 
utilised in the endeavour to bring effective health services within the 
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reach of all. But the responsibility for providing such services rests* 
upon the governments, and they cannot relieve themselves of any 
part of that responsibility by making grants to voluntary organisa- 
tions over whose activities they have very little control. Whilo 
voluntary effort should be welcomed and encouraged, it should be so* 
supervised and controlled as to ensure that its health service conforms 
to the standards prescribed by the public health authorities. Thia 
is not ensured by the presence of a representative of the health- 
department on the Committee of the organisation concerned. There 
must be regular inspection and the governments should have power 
to take whatever steps may be necessary to ensure that the health 
activities of voluntary organisations are maintained at a satisfactory 
level. 

A Health Card for Every Individual 

43. The ultimate aim of the health organisation is to ensure 

continuity of effective health protection to every one from the 
prenatal stage, through childbirth and the subsequent years of 
life to death. An accompaniment of such care should be the provi- 
sion of a continuous record of the individual’s health. We suggest 
that every baby should be given a health card as soon as it is born. 

It should be in duplicate so that one can be kept at the head- 

quarters of the primary unit concerned, and the other given to the 
parent. Oh this card should be given information regarding the 
health of the mother in the prenatal period as well as any details of 
value in respect of childbirth from the point of view of the child’s 
health. When our health organisation becomes fully developed and 
covers, within its scope the vast majority of the population, most of 
the infants that are born will start their life with this health card. 
It should not bo difficult, under the conditions that would then 
prevail, to enter on the health card of each child, from time to time, 
such details of sickness and of health as will constitute a running 

commentary on his phys’eal and mental condition. Up to the end 

of the school going age, the majority of the children are likely to 
remain in the place whore they are horn, so that the entries con- 
cerned will be made locally. Up to that stage, it should be relatively 
easy to keep the individual’s card and the one kept at the head- 
quarters of the primary un’t filled in properly.^ In later years when 
he leaves his place of birth, he could carry his card with him and it 
would provide an invaluable previous medical history as an aid to 
diagnosis and treatment. 

44. We are not putfng forward this idea of a health card for 
everv individual as an ohiectivc to be realised in the immediate 
future. We understand that, even in the Defence Services, with all 
the advantages of havinur to deal with a disciplined group of people, 
the working of the health card system has not been entirely satis- 
factory. We also realise the far rrreater difficulties that will arise 
when dealing with the civil population. In the first place, the citizen 
must become suitably educated before his or her active co-operation 
will become available for the successful working of this health card 
scheme. Secondly, the health services provided for the people must 
be sufficiently developed in order to enable the mdividunl to secure 
that continuous medical attention, curative and preventive, which 
the system requires. While recognising all this, we still venture tn 
put forward this system as an obiective for the future to be kept 
in view by health administrators and the public alike. 
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HEALTH SEEVIOES FOB SCHOOL OHILDBEN 
Introduction 

1. We have already expressed the view that the special services, 
which are established for certain sections of the population, should 
not function independently of the general health organisation for the 
■ community. In the past, the tendency for such special services to 
grow up as separate entities has been a noticeable feature in all 
countries. The reason tor this is not far to seek. In our review 
of modern trends in the organisation of national health services we 
pointed out that, in no country, except Soviet llussia, has there been 
developed, as yet, a health service which offers protection, curative 
and preventive, to ail sections of the population. Special health 
services for mothers and infants and for school children in other 
countries were started at different times and under different adminis- 
trative authorities and the question of co-ordinating their 'activities 
and of bringing them together as parts of a general health organisation 
could not be considered in the absence of a eornprehensiyc national 
health service embracing both the remedial and preventive aspects 
of medical practice. We may, as an illustration, make a reference to 
England and shall confine ourselves to the question of the school 
health service. In that country, the Board of Education (or the 
Ministry of Education) acquired powers in 1907 to make provision for 
the medical inspection and treatment of school children through the 
local authorities entrusted with the task of controlling education. 
The idea underlying such provision for the supervision of the health 
of the school child' by the cducat'on authority was that the child’s 
health should be protected in order to enable him to benefit fully 
jfrom his education. The fact that the care bestowed on the child 
through his school life was but a part of the continuous health 
•’protection he was entitled to receive throughout his life was lost 
sight of. In consequence, the provision of inedi(*al care for school 
children became reco;fnised as the responsibility of the education 
authority and not of the health authority. This position was modi- 
fied by the Ministry of Health Act in 1919 when it was provided that 
“all the powers and duties of the Board of Education, with respect 
to medical inspection and treatment of children and young persons”, 
should be transferred to the Ministry of Health. At the same time, 
it was decided that the Minister of' Health, while retaining the 
ultimate right to determine the standards to be adopted from time to 
time in regard to the ebaracter, adequacy and enieienciv of the 
provision made for medical inspection and treatment, should transfer 
to the Board of Education, liis responsibility for the administration* 
of the school health services. Nevertheless, in order to secure co- 
ordination of effort between the school medical and general hordth 
servk^es, it has been the practice to make the Chief Medical Officer 
of the Ministry of Health the Chief Medical Officer of the Board of 
Education dso and. in local areas, to appoint sub-committees of 
education and health outhor’ties to consider matters of mutual 
<*oncern, to administer jo’nt undertakings, to appoint a common staff 
so that, in the rrent maiorftv of cases, the local Medical Officer of 
»iiealth is also the School Medical Officer, and to promote the ose 
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of the same premises, wherever possible, and of common facilities, 

sach as the services of dentists. 

The Present Position in India 

2. In India, school health services are non-existent in most parts 
of the country and, where they exist, they are mainlv in an imperfectly 
•developed state. There are, however, two valuable reports on the 
subject which provide an illuminating study of the associated 
problems and put forward specific recommendations for their solu- 
tion. A report issued by a Joint Committee of the Central Advisory 
Boards of Education and of Health has dealt with this subject in 
great detail. ’ The recon imendation.s set forth in thi.s report have 
•been given practical shape in the lieport on Post-war Educational 
Development in India which was issued by the (Central Advisory 
Board of Education in 1944. In putting forward its proposals for 
the organisation and administration of school health services, the 
Joint Committee had bclore it, as a model, the pruct ce in EnglaiTd 
which has alreadv he^'ii hrifdly imlicated in this (diapter. It had also 
to accept tlie existim^^ lu'elth admin st native system in India whereby 
the medical and public? health deparlments ar'^ Innetioning independ- 
ently in the provinces. The Committee did not visualise the 
possibility of a comprehensive lK‘alth service which would combine 
in itself both preventive and curative health functions for all sections 
of the community. In these circumstances, it recommended the 
creation and maintenance of a school health service which would be 
separate from the cxistim? provincial health services, preventive and 
curative, and whieli would be under the administrative (*ontrol of 
the Education Deparijnent. Pceruitment to the school health 
service would be from the provncial medical and public health 
departments. In order to promote the co-ordination of the activi- 
ties of the school health service and of those of the existing health 
(departments, the Jo’nt-rofnmittee snacrested the establishment of a 
■Sub-committ-ee with the Director of Public Instruction and the heads 
of the Medical and Public Health departments as members. Another 
su£Tgestion was that, either of the^^e two medical officers, as may be 
found expedient bv the l^rovincial government concerned, might be 
made the Chief Medical Officer of the School Health Service. 

The Health Functions cl the School Health Service to be under the 
Health and not under the Education Department 

3. In view of fhe reasons set forth in the earlier paragraphs of this 
chapter and in view ol our proposal for the establishment of a 
compreliensi ve national lienlth siTvit^e, which combines w.thin itself 
prev(‘ntivc an<] (Uirative lu'allh functions, we bc'lieve that the sugges- 
tions of the Joint Committee referred to above require modification. 
We f(>el that, in Emdand, the existing practice is a compromise based 
on the experience of the past development of the school health 
service in tliat countrv. In proposing a scheme for India, wliere 
wo are practically in the position of starting the organisation from the 
beginning, we behove it will bo of advantage to recognise that the 
^luestion should be considered primarily from the standpoint of the 
school child fi'ir whom the scrvi(’e is being provided. From his point 
of view, continnitv of health protection is of fundamental importance. 
Such continuitv rorpiiros that the provision of medical care for school 
Hiildren should not be isolated from the general 
Another important obiection to the dovch'^pmont of the semool liealtn 
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service, outside the general health organisation, is that a duplicationi 
of trained personnel and of institutions will become inevitable m. 
many directions while, m the interests of the development of the 
national health programme, it seems essential that such duplication 
siiould be avoided as far as possible. We are, therefore, incorporating 
this principle in the proposals we put forward later in this chapter. 
We recognise, at the same time, the need for the closest possible co- 
operation between the medical officer and the school teacher in 
promoting the health and general welfare of the school child. The 
UiiL-lier will, indeed, play an important part even in the organisation 
of preventive and curative medical care for the child in the early 
stages of our programme, while his services are indispensable at 
any stage in connection with certain otlier forms of school liealth 
activity. Our jtroposals will, therefore, make provision for close co* 
operation between the/ health and education staffs. 

The Functions of a School Health Service 

4. The duties to l>e performed by a school health service fall 
broadly into two groups ; 

(1) health measures, preventive and curative, which include (a) 
the detection and treatment of defects and (b) the creation and 
maintenance of a hygienic environment in and around the school, and 

(2) measures for promotimr positive liealth which should include 
(a) the provision of suppleineiitarv food to improve the nutritional 
state of the chilrl, (h) phvsV.al culture through games, sports and 
gymnastic cxerci.ses and throiudi corporate recreational activities and 
(c) healtli education throucli formal instruction and the practice of 
the hygienic mode of life. 

5. Tlie duties enumerated under (1) should be performed by the 
health organisation while tliose under (2) will devolve on the school 
teachers. This classification indicates broadly the division of 
functions between the health organisation and the school staff in a 
well-developed school hcnlth service although, as has .already been 
pointed out, the utilisation of the services of the school teacher, with 
such training as can he given to him, wall he essential, in the early 
stages, even for the carrying out of elementary preventive and cura- 
tive health measures. 


OUR PROPOSALS 

6. It seems to us inadv sable to start the school health service on 
too extensive a scale during the early stages of our health develop- 
ment programme. We believe that it is much better to develop the 
organisation with care and by stages so as to ensure satisfactory 
results rather than atternpi too muv^h in the beginning and tlius court 
the possibility of failure, fn making this suggestion, we have been 
influenced by tw^o considerations, namely (1) the medical officer in 
the primary unit has various other duties to perform and he will, 
therefore, be able to devote only a limited time to the development 
of the school health service, and (2) the school teachers, wdio will 
have to carr;' out certain health duties, will require careful training 
and continuous supervision if the efficient functioning of the organisa- 
tion is to ue ensured. Finallv, we would point out that the Joint 
Committee of ^h(‘ C(*ntral Advisory Boards of Education and of 
Health has dfav.m attention to the frequency with which Provincial 
Governments have, in the past, started a system of school medical 
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inspection and given it up after a short time. We wish to see that 
isuch a policy is avoided m the future and we would, therefore, urge 
the need for formulating a well-thought-out scheme capable of 
producing demonstrable results, even though it may embrace only a 
limited section of the school population in the early stages of develop- 
ment. 

7. We shall first make certain general suggestions regarding the 
^proposed school health organisation and then indicate the stages for 
its development. 

(1) In each primary unit the male medical officer should normally 
be placed in charge of the school health service. It will be recalled 
ithat the woman doctor will, in addition to her responsibility for 
extending, as widely as possible, medical care among the women in 
the primary unit, have also to undertake the organisation and control 
of the maternity and child-welfare service. We, therefore, suggest 
that the male doctor should be responsible for the school health 
service. 

(2) The scheme should, in the beginning, be restricted to primary 
school children. We anticipate that in accordance with the recom- 
mendations that have lj(‘eu made for post-war educational develop- 
ment, compulsory education will be introduced in respect of all 
children between the ages (1 and 13. Of this period the primary 
school stage is between 6 and 11 years. On a rough estimate, the 
number of children in this age group in a primary unit with a popula- 
tion of 40,000 is likely to be about 5,100. The Joint Committee has 
suggested that the number of school children to be entrusted to a 
full-time school medical officer might be about 6,000. In view of the 
other duties wliich our school medical officer will have to perform, we 
l)elieA’e that the uuinijcr of (‘liildrcn to be included in the scheme in 
e<^h primary unit should not, in any case, exceed 1,000. In 
order to facilitate frequent and close inspection of the work of the 
tcfichcrs who carry out health duties, we would suggest that the 
priinary schools included in tlie scheme may be restricted to the town 
ir village wli'ch forms the headquarters of the primary unit. If the 
population of school children thus served does not approximate 
1,000, the scheme may be extended to the surrounding area, it being 
kept in view that such expansion should not make it difficult for the 
medical officer to carry out adequate supervision over the whole 
organisation. This is the primary consideration and not the idea that 
the number of children included in the scheme should be about a 
thousand. 

Our pi'oposal that, in the early stages, the scheme should be 
limited to prunary scliool children will, it is believed, remove any 
objections that might, otherwise, be raised against the suggestion that 
the male doedor sliould examine school children of both sexes. When 
Iho liigh school and college (dasscs are included in the scheme, a 
Woman doctor will obviously bo required for examining women 
students. 

(3) From ehch school, at least two teachers should receive training 
jp health duties. They should he g’ven a special additional remunera- 
(ion for such duties and Rs. 10 per month would be a reasonable 
figure for adoption throughout the country. 
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8. We suggest the following stages for the development of the: 
scheme ; — 

First Stage 

It seems to us desirable that the proposed school health organi- 
sation should first be developed in an area close to the headquariere 
of the provmce. The field training centre, which will be established 
in association with the medical college there, will provide excellent 
facilities for such an experiment. The Department of Preventive 
Medicine and Public Health in the college can be placed in charge of 
it while the participation of the Director of Health Services, the 
Director of Public Instruction and their assistants in the develop- 
ment of the scheme will be of great value. It is suggested that the 
Professor of Preventive Medicine, the Assistant Director of Healths 
Services in charge of school health and a suitable officer deputed by 
the Director of Public Instruction should form a small sub-committee 
to work out the details of the programme and to supervise its imple- 
mentation. 

The scheme should help — 

(1) to demonstrate the course of training to be adopted for 
teachers ; 

(2) to develop the teehnujue of school health administration, 
including the duties to be performed by the different members of the 
organisation, to keep records and to define the manner in which the 
health functions are to be integrated with other aspects of the pro- 
gramme such as health educat-on and recreational activities. While 
the teacher has an important part to play in the provision of medical 
care, the health staff can, as will be shown later, assist in the 
development of those activities which are mainly the concern of 
teachers and 

(3) to indicate the probable cost of such a scheme. 

The organisation will also provide facilities for training doctors and 
nurses in school health work. 

It is believed that this stage will probably be completed in one 
year. During this period the school health programme need not be 
extended over all the primary units of the field training centre. It is 
suggested that it may be confined to five such units. 

The Second Stage 

This would mark the period of extension of the school health 
programme to the districts. Such extension may, it is suggested, be 
carried out in two steps. The first would be the organisation of 
training facilities for teachers at the headquarters of the secondary 
unit, namely, the secondary health centre. The Deputy Administra- 
tive Medical Officer should be made responsible for school health 
work. Such officers from the different districts should be given an 
opportunity to study the working of the scheme at the provincial head- 
quarters and, with such study and with suitable literature indicating 
the detailed working of the programme, it should be possible^ to 
promote the development of district activities in this field on fairly 
uniform lines. The secondary health centre will normally be located 
in a large town, and the training course can be started by bringing 
together two teachers from each of the primary schools in that town. 
When a sufficiently large number of teachers is trained, a demonstra- 
tion of the scheme should be attempted by applying it to this town. 
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At the same time» the training course should be continued, seleoted 
teachers from a certain number of primary units included in the 
secondary unit, being brought over to the headquarters of the latter 
for such training. The medical officers of these primary units should 
also be given an opportunity to familiarise themselves with the organi- 
sation and maintenance of the service. The second step in the 
extension of the scheme in the district will be the inauguration of the 
service at the headquarters of individual primary units. 

Two More Stages 

We envisage two more stages. These constitute extensions of 
the scheme so as to include within its scope (1) the whole area of 
individual primary units and (2) the students of secondary and high 
schools and of colleges. For reasons, which will be explained later, 
we cannot at present see how provision for a territorial expansion oi 
the service in primary units can be made tdl about the latter part 
of the fourth quinquennium of our health programme. The first 
essential is to extend the proposed general health service throughout 
the area of individual districts, and this will take up at least 
the first seventeen or eighteen years of the programme and to require 
all the trained medical staff likely to he made available during the 
period. As regards the second of fhese two stages mentioned above, 
we are putting forward certain suggestions later in this chapter. 

9. Wo may now presei\t, in greater detail, our views regarding 
the nature and scope of the school health work that should be 
developed at the headquarters of primary units. 

School Health Work in a Primary ITnif 

10. The school health work to be carried out in a primary unit 
may be considered under the following heads: — 

(1) Medical inspection. 

(2) Provision of medical care, curative and preventive. Such 

medical care should include domiciliary and institutional 
service. It should also include dental service. 

(8) Improvement of environmental hygiene. 

(4) Improvement of the nutrition of the child. 

(5) Physical education. 

(6) Health education. 

11. (1) Medical Inspection . — ^The Joint Committee recommended 
two detailed medical examinations for primary school children, the 
first in the sixth year of the child, as soon as possible after his entry 
into the school and the second in the eleventh year when the primary 
Bohool stage is being completed. The Committee has pointed out, at 
the same time, that these detailed inspections should be supplement- 
ed, in respect of some children, by more frequent medical examina- 
tions. Buch children include those who are found defective at the first' 
examination as well as those who may be found by parents or 
teachers not to be making satisfactory progress physically, mentally 

socially. While it is true that a careful parent or teacher can 
fietect departures from normality, which a cursory medical examina- 
tion may fail to reveal, the extent to which parents and teachers can 
help in such detection will depend largely on the degree to which 
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their faculty of intelligent observation has been developed. We 
shall make later in this chapter, certain suggestions for encouraging 
parents and teachers to play their part satisfactorily in the school health 
programme. In view, however, of the limited nature of the staff 
and facilities available to us, the recommendation of the Joint Com- 
mittee for only two detailed examinations of every pupil should be 
accepted. 

12. (2) Provision of medical care, curative and preventive , — The 
normal health services, remedial and preventive, which will be estab- 
lished under onr scheme will, of course, be available t-o school 
children also. The dispensary and the domiciliary visits by the 
doctor and the nurse constitute the main provision for this pur- 
pose in the primary unit. The fact that the medical officer will 
himself carry on work at the dispensary three mornings a week 
and tliat he can secure the services of the nurse, whenever 
necessary^ to visit the homes of pupils should help to ensure that the 
measures that he prescribes as the school medical officer in respect of 
ind'.vidual pupils will he caiTicd out as far as circumstances permit. 
Where a patient requires higher types of service, such facilities as 
are available at the 30-bed liospdal and the secondary health centre 
hospital, can also be sccim'd. But wc desire to see these provisions 
supplemented by more specific measures calculated to improve the 
health of the school child, and the following recommendations are 
made with this end in view. 


13. In the last chapter, when dealing with special health services 
for mothers and children, we described briefly the part that a 
maternity and child welfar(‘ centre can play in promoting liealth work 
among them. On the same lines, we suggest that a school clinic 
should be established as part of th(‘ programme of health care for 
school children. It is suggested that, in the beginning, the clinic 
should hold sessions in the dispensary on three afternoons each 
month. In view of the inadequacy of the provision for general medi- 
cal treatment in the earlv stages of our liealth programme, the 
school clinic will have to devote a part of its time to such treatment. 
Nevertheless, too much time should not be taken up by such routine 
services. Certain specialised types of service, such as dental care 
and the treatment of conditions relating to tlie eye, ear, nose and 
throat, which are relatival v eommon among children, sliould receive 
special attention. As regards dental service, we liave already pointed 
out, in our description of the short-term programme, that mobile 
dental units, based on the secondary health units, will operate in 
the primary units and will make available such service at least to 
limited sect’ons of the population. IMatemiiv and child welfare 
organisations and school clinics will receive dental service from such 
mobile units. 


14. It is desirable that the parents and the class teacher in charge 
of the child should be encouraged to be present at the clinic when 
examinations are carried out. This will enable the doctor to issue 
such instructions, as he may consider necessary, to enable them to 
take sirnyle precautionary measures or to observe the child and report 
on the progress he makes or any setback that may take place. 

1.^. Apart from the treatment facilities provided at the clinic » 
certain amount of routine treatment will also be carried out in the 
school, under the gu'dance and supervision of the medical officer, by 
the two teachers who will have been specially trained for this purpose. 
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Other functions for which these teachers are to be trained should 
include the daily examination of school children in order to improve 
the standard of personal cleanliness, supervision of the sanitation of 
the school and its environment and health education of children 
within limited fieldg. The teacher should also be trained in the 
technique of vaccination against smallpox. 

16. A record of weights, taken at periodical intervals, gives valu- 
able aid in interpreting the state of health of a child, and each class 
teacher should be made responsible for maintaining this record and 
for making it available to the medical officer once in six months. 

17. As in the case of the maternity and child-welfare centre, w^ 
desire to see that the school clinic develops into an organisation for 
bringing together the children, their parents and teachers. We 
would, therefore, suggest that periodical meetings should be arranged 
for which interesting and educative programmes should be developed. 
Educational films can ho shown, short talks on health matters 
arranged and people with special talent for music and other forms of 
entertainment, wliethor among the pu[)ils, teachers or parents, 
encouraged to play their [lart towards making such gatherings a 
success. The atmospliore of goodwill that can thus l)c developed will 
he of advantage to all concerned. 

lb. We are anxious that all teachers should take an active interest 
ui our school health programme. Although the two who are specially 
trained to carry out certain health duties, will be required to do 
more than the others, we feel that every one of them has h.s part to 
play. lor mstaiiee, Uie class teacher can, d observant, bring to 
notice facts about a uoy’s indifferent health or anti-social tendencies 
more easily than the, other teachers are likely to do. The 
instructor slioukl be abb' to separate, by signs of eailv fatigue or in 
other ways, idiildreii to whom the iioi'iiial amount of exercise 
prescribed for all is doing more harm than good. These teachers, if 
they can receive useful hints from the doctor, will undoubtedly i;e 
able to discharge more < fficb'utly the duties expected of them. 

ID. As regards the parents, tJieirs is the longest and inos^ 
sustained iiitluenee on the health and welfare of the child. Any 
scheme that negleets to enlist the sympathy and co-operation of the 
parents may largely fail to achieve tlie desired results. Our proposal 
to make the school clinic a centre for social activity so as to bring 
together the children, parents, teachers and the school health staff is, 
therefore, in our view, an ess(‘ntial part of the programme for 
improving the h.ealth of the school child. 

20. We fully realise that the x)reseut-day school teacher, ill-paid 
iiiid overburdened as lie is with responsibilities toNvards his own 
family wliicli he can hardly discharge satisfactorily, is hut an imper- 
fect instrument tliri'ii.gh which to attempt to develop a programme 
of health, activity on the lines we have ind'eated. We have, how- 
ever, no choice in the matter and would, therefore, suggest that in 
sele(!ting teachers to ])erfonn the health duties contemplated in our 
scheme, the greatest possible care should ho exercised to ensure that 
the two best in each school are chosen. The traning that is 
imparted, the additional remuneration we propose and the close and 
Continuous supervision which will be exercised should all help to 
secure a reasonable measure of efficiency. 13ut our hope for the 
future is based on the prospect of a better class of school teacher 
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being provided as the result of post-war educational developmente. 
It is hoped that he will have received a higher standard of general 
education, will be better paid and will be actuated by a more 
quickened sense of social service than the teacher of the present day. 
It is on him that we pin our faith for the development of a co- 
operative effort to which the school staff and the health organisation 
wiH contribute of their l^est in order to promote the health and welfare 
of the school child. 

21. (3) Improvement oj environmental hygiene, — This is a pro- 
blem of the highest importance. Many school buildings will require 
considerable alterations before they become satisfactory from the 
sanitary point of view. Wholesome drinking water, sufficient toilet 
accommodation, and facilities for washing will all have to be provided 
if the desired improvement in the hygienic habits of the pupils ifl 
to be promoted. To give formal class room instruction regarding 
cleanliness, without providing the necessary facilities for the children 
to put into practice what they are taught, is worse than useless. 
Apart from the harm it causes by failing to give the child proper 
instruction in the hygienic mode of life, such a divorce of practice 
from precept will have a serious detrimental effect on the outlook of 
the growing child. We feel that this is a matter w’hich requires 
urgent attention from the authorities concerned. 

22. (4) Improvement of the mitrition of the child. — A mid-dajr 
meal providing a balanced diet, in accordance with modern concep- 
tions of desirable nutritional standards, will perhaps help to improve 
the health of the growing school child to a greater extent than most 
other measures. Many children, especially in the rural areas, walk 
distances of two or more miles to their schools and back home 
every day. Witli such physical exertion in addition to any games 
and other forms of athletics in which they may take part, it is 
not surprising that, even from the point of view of energy value, 
many children do not receive an adequate amount of food. Moreover, 
as a sufficient quantity of essential articles such as milk and green 
leafy vegetables are often lacking in the food of an appreciable 
proportion of those children, there is the added disadvantage of living 
continually on an ill-balanced died. The provision of a good mid-day 
meal at tin' seliool should help to rectify these defects to a large 
extent, and we recommend that it should be a compulsory feature 
of the school health programme. While there is no doubt 
some justification for claiming that the State should not be made to 
pay for children, whose parents can afford to meet the necessary 
expense, we feel tliat, if primary education is to he made compulsory 
and free to all in accordance with the recommendation of the Central 
Advisory Board of Education, the additional cost for the school mea! 
should also be made a charge on the public funds. Those who can 
afford to pay will, of course, he contributing to public funds through 
local and provincial taxation. But we are not wedded to any speciffo 
form* of raising money to meet the expenditure on school meals. We 
would only urge that the provision of a balanced mid-day meal, of 
proper quantity and quality, to all school children should form an 
essential part of the school health programme. 

23. (5) Physical education. — We have discussed the question of 
organising the physical education of school children in the chapter 
dealing with that subject and shall, therefore, confine ourselves here to 
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.the consideration of the subject in relation to the school health pro- 
gramme. We are in full agreement with the view of the Joint Com- 
mittee that the physical instructor should receive training “in the 
elementary principles of physiology, of the hygienic mode of life and 
of nutrition" and that he should be trained "to detect early signs of 
fatigue in the child and to regulate (under the guidance of a doctor in 
certain cases) the nature and amount of exercise for individual pupils". 
’The doctor should give, as the result of his medical examination, any 
•special instructions regarding physical exercise that may be required 
in respect of individual students. The physical instructor should, on 
his part, bring to the notice of the doctor any cases where he has 
reason to believe that exercise should be regulated in accordance with 
medical advice and he should be present when such children are 
examined by the doctor. 

24. We also endorse the recommendation of the Joint Committee 
ihat provincial Health and Education authorities should draw up a 
<5ode on physical education, which should include advice on the 
medical aspects of this subject, and that a system of graduated 
exercises, to suit the requirements of different types of children, 
should be formulated. 

25. (6) Health education. — I’ormal class room instruction in health 
matters should, in respect of the primary school children, be reduced 
to the minimum. What is essential is that hygienic habits should be 
inculcated. A healtli parade every morning to ensure that each child 
conforms to certain standards of personal cleanliness is of great value. 
In the school, children can be taught by observant and sympathetic 
teachers to rectify many of the undesirable habits they have deve- 
loped. For instance, spitting can be discouraged, the intelligent use of 
the sanitary conveniences provided in the school premises can be en- 
couraged, the necessity for avoiding possible infection of neighbours 
through coughing and sneezing without due care can be brought 
liome to the cdiildren and the danger of catching infection through 
infected food and water can be vividly described to them if specifio 
instances based on local occurrences can be quoted. As has already 
been pointed out, an essential part of this health education campaign 
k that the school and its surroundings must be kept in a hygienic con. 
dition and that all the necessary facilities should be provided to enable 
the children to carry out the instructions given to them regardincr 
cleanliness. 

26. As regards formal instruction, the spoken word and the visual 
impression are more important in the case of such young children 
than printed literature. Therefore, short talks accompanied bv 
coloured posters or magic lantern shows are much better than books". 
In regard to personal hygiene, repeated performance bv the pupils of 
'^he necessary measures under the supervision of the teacher is 
essential. The example set bv the latter is also of great importance 
because a teacher, who flagrantly violates the instructions he gives, 
^dll carry no influence with the children. The remedy lies in the 
systematic teaching of hvgiene in teachers* training schools. But *we 
believe that a marked improvement in the present situation will be 
«een only when a l)etter class of teachers, with a higher standard of 
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training and better emoluments, becomes available as the residt ofi 
the post-war educational programme. 

An Extension oi the Health Service beyond the Primary School 
Stage 

27. We anticipate that, under the programme of development oi 
the school health service indicated earlier in this chapter, the organi- 
sation at the provincial headquarters and those associated with the 
headquarters of secondary units, will become centres for providing, 
short courses of training in school health work to doctors and nurses. 
We have suggested that, at the early stage, the school health service^ 
should coniine itself practically to the headquarters of the primary 
unit. Even so, it will probably take the first five years of our 

term programme before such an organisation becomes established and" 
works satisfactorily in every primary unit under the scheme. 

28. A point for consideration is whether the service should, at 

this stage, be extended further into the area covered by individual 
primary units or whether it should be expanded so as to includo 
gradually the students of the secondary and high schools and college 
classes. The main obstacle to an extension of the scheme territorially 
in a primary unit is the inadequacy of Irained staff. This deficiency 
will not be made up in the second quinquennium of the short-term 
programme, because our plan is that such staff of all types, as may 
be created under the various training schemes, should be utilised 
for the opening of new pritnary units, and that the general health 
organisation should be extended to about half the population of each 
district by the end of the first ten years. No strengthening of the 

staff in individual pr.mary uiiils is contemplated at this stage. If 

the implementation of all our proposals proceeds on anticipated lines, 
the third and fourth quiTiquennia should witness the rate of progress 
accelerated inasmuch as the lar^e scale training programme of tho 
first ten years would have begun to bear fru:t. Nevertheless, we 
find it difficult to bel’eve that individual districts will be covered by 
the health organisation before the end of the first 17 or 18 years of 
our programme. It is only after this stage is reached that a strength- 
ening of individual primary units by additional staff should be under- 
taken. Therefore, as far as we can see, the possibility of expanding 

the school health service for primary- school children, much beyond 
the limits of the headquarters of each unit before the end of the first 
17 or 18 years, seems to us to be remote. 

29. In these circumstances, there would appear to be little hope 
of extending the service, within lh*s period, to the students of 
secondary and high schools and of colleges particularly on any large 
scale. We would, however, suggest for consideration the possibility 
of such extension in certain limited areas where suitable conditions- 
will probably be available bv the latter half of the second 
quinquennium of our health development programme. We have, in* 
mind, the field training centres attached to individual medical 
colleges. These will normally be located in the larger cities of a 
province, and the resources of the local health organisation supple- 
mented by those of the medical college mav justify an attempt to* 
extend the school health service to. at least, the students of secondary 
and high schools in such cities. The primary consideration should be* 
that the organisation must function on sound lines and, wherever 
this condition can be fulfilled, an extension of the service should b© 
attempted. By the time this experiment has been tried, It may welB 
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to that many of the secondary health centres will also have developed 
to the stage when they can undertake such an extension of the school 
liealtn servx*e. Ihe administrative and technical procedure for 
expanded service which will, in the meantime, have been worked* 
out m the training centres associated with medical colleges will prove* 
to be of assistance to the secondary units in expanding their owm 
school health services. 

Oo-operation between Health and Education Auhorities 

80. In the preceding paragraphs, we have discussed our recom- 
mendations for developing a school health programme and, at more 
t an one place, have stressed the need for the closest co-operation^ 
between the health and educational authorities. We now put 
forward certain proposals for ensuring such co-operation both locally 
and centrally. 

31. .1 District. — if our suggestions for the future developmeut 
of local self-governing institutions are carried out, there will be a 
District Health Board and a District Education Board functioning 
over practically the whole, area of individual districts. We suggest 
that, in each district, a Joint Committee of the District Health and) 
District Education Boards should be established. The funds 
necessary for the health activities of the school health progranfime 
will be a charge on the revenues of the District Health Board while 
cost of such items as physical education, school meals and health 
education should be mot from the funds of the District Education 
Board. The remuneration to be paid to the two teachers in each 
school for the health duties they perform should, of course, be met 
from the health budget. The Joint Committee we have recommend- 
ed will be responsible for the distribution of the funds made available 
to it by the two Boards and will also serve to bring the influence of 
public opinion to bear on the working of the school health organisa- 
tion. 

32. Provincial 1 loadqiuirters . — At the headquarters of the pro- 
vince, there should be a co-ordinating committee of which the 
Director of Public Instruction and the Director of the Health Services 
should be members. Its chairman may be a distinguished education- 
its. We do not wish to see this co-ordinating committee at the- 
-provincial headquarters made unduly large, but representatives of 
the managements of private schools as well as of approved associa- 
tions of teachers and of parents should, in our view, find a place on 

ii 

33. This committee will advise- Government on all matters 
relating to school health administration, including the distribution of 
grants-in-aid, and, within the limits of the powers given to it by 
Government, it will co-ordinate the activities of the Joint Committees 
in the districts. 

84. As regards the administrative staff on both sides (health and 
education), the members of the health organisation will belong to 
provincial cadres in the Health Department of the province. The 
Co-ordination Committee at the headquarters of the province should* 
in these circumstances, be able to ensure that the desired measure- 
of co-operation between the health and educational staffs is secured 
in order to promote the development of the school health service oik 
sound lines. 


131 



OHAPTEB X 


OGOUPATIONAL HEALTH INOLUDINO INDUSTRIAL 

HEALTH 


Introduction 

1. In this chapter we shall deal with the questions relating to 
the maintenance of the health and working capacity of all those who 
^re gainfully employed outside their homes. We have purposely 
used the term 'Occupational health* in the title of this chapter 
l^ecause many forms of employment fall outside the range of activities 
normally included under the term ‘Industry*. For instance, the 
working conditions of the employees, including the sanitation of the 
environment, hours of work and provision of certain focilities such 
as for meals and rest, require regulation in a public office or 
a large shop to the same extent as in an industrial establishment. 
Further, similar protection should be given to workers in the 
building trade and to those employed in transport by land, sea or air 
and in various other occupations, although such workers are not 
normally included under the term industrial labour. Lastly, agricul- 
ture which is the main occupation in the country and has associated 
with it the largest population of workers, should come within the 
range of health supervision in order to ensure that conditions un- 
favourable to health are eliminated as far as possible from the 
working environment of this section of the population also. An 
occupational health service developed by the State should therefore, 
embrace, within its scope, all persons who are employed outside their 
own homes. We realise, however, that the creation of such a service 
can be considered only as a long-term objective and that, in the 
immediate future. Governments will have to concern themselves with 
measures mainly for industrial workers including within that term 
those who are employed in factories, docks, mines, plantations, trans- 
port services and certain other occupations. While it seems desirable 
<to keep in view the goal that has to be reached and to remember that 
the provision of conditions favourable to health should be an essential 
part of the organisation of all types of employment, we shall deal 
here only with the health of industrial workers as defined above. 

2. The factors which influence the health of the worker can be 
divided into two broad groups, namely, (1) those which are asso- 
ciated with his working environment and (2) those which he shares 
with the rest of the community in the home and in the places of 
public resort to which he usually has access. In regard to the latter, 
it seems reasonable to hold that the workers should share the facili- 
ties for health protection that the State provides for the general 
population and this is what we recommend. 

8. On the other hand, as regards the factors in the working environ- 
ment which tend to produce ill-health, the worker has the right io 
demand special measures for his protection. The organisation of an 
industrial health service is meant to meet this need. The aims of 
such 3 service should be twofold, namely^ that of minimising, as far 
as possible, the detrimental effects associated with the worker's 
occupation as well as that of promoting measures which are designed 
to create optimum working conditions and to increase his capacity 
for work and general sense of well-being. If this dual aspect of the 

122 



OCCUPATIONAL HEALTH INCLUDING INDUSTJllAL HEALTH 


porker’s health requirements be kept in mind, it will become clear 
that the provision of preventive and curative health care outside the 
place of work or for general ailments, which may arise without refer- 
ence to his occupation cannot be considered as the responsibility of 
the industrial health organisation. It is recognised that siclmess and 
incapacitation arising out of any cause have their repercussion on 
•ccupational efficiency and that these are therefore to be eliminated 
as far as possible. From this wider standpoint the provision of ade- 
quate health protection to the members of a worker’s family can also 
be considered as an essential function of the industrial health service, 
in as much as the worry, anxiety and their adverse effect on his own 
health, which are likely to arise from sickness among those who are 
dependent on him must reduce his working capacity. While recog- 
nising the force of this argument, it is believed that clarity in respect 
of administrative procedure will be secured by accepting the position 
tJiat the responsibility lor the health of the worker outside the range 
of functions of the industrial health service as defined above as well 
as for the health of the members of his family must devolve on the 
general health service for the community and that, in the interests 
of the nation as a whole, both types of services must be developed 
to the fullest possible extent. 

The Aims of an Industrial Health Service 

4. The aims of an industrial health service have been excellently 
described by the Social and Preventive Medicine Committee oC the 
Boyal College of Physicians of London in their Second Interim 
Report, which deals w'ith industrial medicine, (Januarv 1945) in the 
following terms: — 


*‘(a) to promote the general health of the wwker by the pro- 
vision of a good w’orking environment and by fitting the 
worker to that environment: 


(b) to prevent occupational disease; 

(c) to assist ill the prevention of injuries at work; 

(d) to organise and supervise a service for the emergency 

treatment and care of injured and sick workers at theu: 
place of work; 

/e) to take an active part in the restoration to full working 
capacity of workers disabled by injury or disease and 
resettlement of workers suffering from permanent dis- 


ability ; 

(f) to educate workers in the preservation of health and pro- 
motion of well-being and 

(r) to promote research and investigation. . 3 • i 

5 TWs comprehensive statement of the functions of an 
health service may be accepted as the objective to be aimed at m 
this country, when the development of such an ^ 

taken. It will be seen that the health protection that will be ^ 
will be largely preventive in character. At the same time, p 
will bo made^“for the emergency treatment and care of injured .and 
sick Workers at their place of work” as well as 
of those whose working capacity has been of Soto 

disease. The education of the worker in the 

health, with particular reference to the ha/,ards of “ 

Ml essential function of this health service, while the promotion of 
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research and investigation into occupational health problems is 
fundamental to the proper functioning of tke organisation and to a. 
progressive expansion of its activities. 

6. We may, with advantage, describe briefly the proposals of the 
Committee for the industrial health service that has been recom- 
mended by it for England. As regards its organisation, the Beport re- 
commends that “the industrial health service should be an integral 
part of the proposed national health service and should be adminis- 
tered centrally by the Ministry of Health. Certain administrative 
and executive functions will, no doubt, require to be delegated to the 
Ministry of Labour and National Service and other bodies in order 
to maintain contact with the lay inspectorate, but it would be de- 
sirable for the Chief Medical Oiiicer of the Ministry of Health to hold 
the same position in this regard in the industrial health service as he 
does in relation to the Ministry of Education.'^ 

7. It may be explained here that, while the Minister of Health is 
in England responsible for the health of school children, he has 
appropriated to himself only the power of determining standards and 
has transferred to the Ministry of Education the administration of 
the school health service. At the same time, in order to ensure co- 
ordination between this organisation and the general health service, 
the Chief Medical Officer of the ^Ministry of Health has been made 
ex-aJ}icio the Chief ^Medical Officer of the Ministry of Kducation. 

8. The work of the industrial organisation should be integrated with 
the work of the general health services in each local area under the 
national health scheme, “including those provided by the general 
practitioners, the hospitals and any specialised units which are avail- 
able for the treatment of occupational diseases and research and 
teacliing in this subject.’’ A brief reference to this national health 
service in Great Biilain lias been made in the chapter dealing with 
modern trends. 

9. The industrial healtli service will consist of medical and non* 
medical persoinicl. The former will include a medical inspectorate 
associated with central and regional administration, consultants in 
industrial medicine with “in-patient facilities at selected hospitals 
with beds under the charge of the consultants”, whole-time indus- 
trial medical officers serving one industrial establishment or a group 
of them under one firm or a group of firms and part-time industrial 
medical officers, who will be general practitioners with special train- 
ing in industrial medicine. The non-medical personnel will include 
industrial nurses, social workers, welfare workers and certain techni- 
cal specialists. 

10. The report emphasises the importance of establishing Depart- 
ments of Industrial Health in the teaching medical institutions of 
the universities. The;^ “should be charged with fundamental re- 
search, including field investigation, especially in relation to problems 
of their own region.” These University Departments of Industrial 
Health will also play an important part in the training of industrial 
medical personnel, including consultants and specialists in industrial 
medicine. 

11. It will be seen that the aims of the industrial health service in 
that country as suggested by the Committee of the Boyal College of 
Physicians do not include tlie provision of general medical aid to the 
industrial population. That function will be performed by the 
national health service with which the industrial health organisatio© 
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will be integrated. The objects to be achieved through the latter 
are, in the words of the report, “the promotion of the general health 
ef the worker by the ijrovision of optimum environmental conditions 
-and by lilting the worker into such conditions; the prevention of 
disease ajid accidents in industry; the taking of an appropriate share 
in the rehabilitation of the disabled workmen; and the education of 
the workers in the preservation of health and promotion of well- 
being. ' ' 

12. These proposals of the Social and Preventive Medicine Com- 
mittee of the Boyal College of Physicians provide useful suggestions 
for the organisation of an e£&cient industrial health service in India. 
Such a service must obviously be complementary to a well-developed 
general health service for the eonimunity as a whole, because, as has 
already been pointed out, the w'orker, in addition to the protection 
he requires against the hazards to health that arise out of his occu- 
pation, must be cared for as a member of the general population 
among whom he lives for the greater part of each day of his life. As 
has been proposed for England by the Government of that country, 
we have recommended, in this report, the development of a compre- 
hensive health service wliicli will provide a reasonable measure of 
curative and preventive (iare to ail sections of the population in India- 
It is essenlial that our proposals for an industrial health service 
sliould fit ill with this scheme of general health protection for the 
community. The adoption by us of the aims and structure of the 
industrial Jiealth organisation, as set out by the Committee of the 
lioyal College of Pliysicians, seems, therefore, to be apj^ropriate. The 
creation of centres of teaching and research in industrial health in 
the medical colleges attached to the universities will be necessary 
before such an organisation can be developed to any considerable 
extent in India. Further, the hospitals and the consultant and 
laboratory services that oiu general health service will provide will 
also be necessary for the proper functioning of the proposed indus- 
trial health organisation. 

This does not mean that a beginning should not be made at once 
with such facilities as may be available. 

13. In our recommendations for the development of the future 
health programme, we liavc accepted the present position whereby the 
main health functions for the community are the responsibility of 
Provincial Governments. We, therefore, suggest that the industrial 
health organisation should form an integral part of the Provincial 
Health Department and that it should work in close association with 
the Provincial general health service. We may state here that we 
arrived at this decision independently and before we had the oppor- 
tunity of becoming acquainted with the recommendation of the 
Committee of the Poyal College of Physicians in this behalf. 

14. The proposed industrial health service will not minister to the 
s'oneral medical needs of the industrial population. This function 
will have to be performed by the health service for the community 
as a whole. The latter is as yet in an undeveloped stage in the 
country and the implementation of our proposals, which will provide 
a reasonably satisfactory service, can be carried out only through a 
period of venrs and in stages. The view is held by some of us that 
the need for providing medical relief to the industrial population, on 
a higher scale than is at present available, is urgent. The industrial 
worker is generally a migrant from rural areas and lives anA works 
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in a more congested and imhealthy environment than that to which 
he had been accustomed. He often lives separately from his family 
and exposed to the temptations that urban conditions provide ; 
These facts, coupled with the share that he contributes to the 
wealth of the nation through the promotion of industrial develop- 
ment seem to lend some justification for asking that the State should 
contribute from the public funds towards the provision of special 
facilities for the medical relief of the industrial population, even in 
advance of the development of the general health programme. We 
gave full consideration to this question when we laid down, in the 
chapter dealing with modern trends, certain principles that should 
govern the development of health services. These are (1) that 
public funds should, as far as they are available, be devoted to the 
development of the health service which we have recommended for 
the community as a whole and not to the creation of special facili> 
ties for certain specific sections of the population; (2) that the cost 
of the latter services, if they are to be developed> should, until such 
time as they are absorbed in the general health services, be met by 
the communities or groups which will be benefited by such services 
and (3) that the general health service should minister to the needs 
of the people without payment of fees. 

15. These principles should not, however, be held to preclude Gov- 
ernments from applying in advance any portion of the programme 
suggested by us, to certain areas or to particular groups of the popu- 
lation, if they consider this essential in the general interest. We 
realise that our programme cannot be carried out on all fronts simul- 
taneously to exactly the same extent and that, therefore, advanced 
applicatious of parts of it may be necessitated by special considera- 
tions. 

16. One of us (Mr. N. M. Joshi) desires to supplement the view 
expressed above by suggesting that Governments should not be pre- 
cluded from making financial contributions to any scheme for indus- 
trial workers when undertaken by a statutory body. We quote his 
words, “I hold that, in case the Governments, while accepting the 
need for applying in advance any portion of the programme suggested 
by the Committee to any particular group of the population such as 
industrial workers, are not in a position actually to apply it in advance 
to that group, the Governments will not be considered to be precluded 
from making financial contributions to any scheme undertaken by any 
statutory body." 

17. We have already recommended that the general health service 
for the community should be given to all free of charge. Should the 
proposed industrial health service be offered on the same basis or on 
payment? In reaching a decision on this point it should be remem- 
bered that the health protection that will be offered will be largely 
preventive in character, although provision for treatment and re- 
habilitation will also be made in order to meet situations in which 
prevention fails. In these circumstances it seems doubtful whether 
the" worker can reasonably be charged for such services. It is for 
consideration whether the employer should not be made to contribute 
towards the service. It is undoubtedly in his interests to keep dowa 
absenteeism through sicfaiess to the lowest possible level and to im- 
prove the general health and productive capacity of the workers. 
The demand for a contribution from the employer towards the proposed 
industrial health service does not seem unreasonable. We, therefore, 
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suggest that the employer and goyemment should together be res- 
ponsible for meeting the cost of the prqposed industrial health servicer 
and that the worker should be exempt from being made to pay for it^ 

18. We understand that the creation of a central health insurance 
fund, which will be raised by contributions from Government, em- 
ployers and workers and will be utilised for the benefit of the workers^, 
is under contemplation. If the proposed central fund comes into 
existence it should be possible, by grants from it, to promote the de- 
velopment of an even higher level of general health service for indus- 
trial workers than that envisaged under our short term scheme for 
the community. Further grants from this fund, if available, could be 
utilised for establishing an industrial health organisation on the lines 
indicated in this chapter, thus providing the two types of comple- 
mentary health services which the worker requires. 

19. It may be asked whether the financing of this service from the 
central fund will not constitute a compulsory contribution from the 
workers towards the industrial health organisation. It will be so 
to a limited extent. We presume that the major proportion of their 
contribution will, however, go back to them as cash benefit during 
periods of sickfiess. In the early stages of development the financ- 
ing of the industrial health service by the central fund appears to us 
to afford a practical method of ensuring that the organisation is 
brought into existence. As a long term measure we envisage that 
the State Will bear, in the first instance, the whole cost of the 
scheme and then recover from employers such proportion of it as 
may be laid down by law. 

Oertaisi other Recommendations for Early Action. 

20. While these proposals for an industrial health service will ob- 
viously take time to materialise, we desire to put forward certain 
recommendations for early consideration and appropriate action by 
Governments. These recommendations are based on our study of 
the industrial health problem through visits to industrial establish- 
ments in different parts of the country and through interviews with 
employers, workers. Government officials concerned with industrial 
welfare and private individuals who are interested in the problem. 

Training in First-aid 

(1) All employers should , encourage the organisation of first-aid- 
training in their institutions. It is suggested that at least four 
persons out of every 150 workers should be trained in first-aid 
according to the standards laid down by the St. John Ambulance 
Association. 

Orechea 

(2) (a) In industrial undertakings employing more than 50 women 
a statutory obligation should be laid upon the employer 

(i) to provide suitable creches for the children of women work- 

ers under the supervision of trained family attendants, 
with adequate provision for washing and changing of 
clothes ; 

(ii) to supply free milk to the children and 

(iii) to provide facilities for the women workers to feed their* 

babies when necessary while on duty. 

(b) In industries employing less than 60 women the obligation lo' 
provide creches, where their children can be cared for while their 
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mothers are at work, should be placed upon the local authority which 
ds responsible for the health ^administration of that area. Such 
.creches should be located in central places which are convenient^ for 
.a number of industrial establishments. 

aCatemity BeueAts 

(3) Maternity benefits should be granted to women workers in 
^accordance with the recommendations of the International Labour 
Convention No. 3 of 1919 which recommends that ^omen should be 
forbidden to work during a period of 6 weeks following their con- 
finement, and that before confinement they should have the right to 
ileave work and receive maternity benefits on the presentation of a 
medical certificate showing that they are likely to be confined in six 
weeks’ time. During these periods she should be paid hef full wages 
because it is just at this time she requires nourishing food and special 
treatment. The payment of full wages, moreover, is justified in 
India where tbe i^revailing wages of women workers are, generally 
-speaking, very low. 

Employment of Women in Coal Mines ' 

(4) We are unanimously agreed that, from the point of vieW of 
health, it is undesirable that women should be employed under- 
ground in coal mines. 

Sours of Work 

(5) (a) We are of the opinion that purely from the point of view"^ 
of health of the workers, the maximum hours of work prescribed in 
the Factories and other Acts are too long and should be reduced. In 
view of the climatic conditions of the country, the* frequent diffloUl-* 
ties of transport to and from the worker’s home, his poor physique 
and nutritional deficiencies, the necessity for a mid-day rest and his 
.general social and economic environment, we recommend that the 
maximum should be reduced to 45 hours a week, , 8 ho\irs a day for 
5 days, and 5 hours a day for one day, and that the Factories and 
>^other Acts be amended accordingly. 

(b) In the ca.se of seasonal factories, w^hich may be obliged to 
work under considerable pressure during only a part of the year, this 
maximum may be increased after taking into account such relevant 
factors as the extent of hazard to health that the occupation involves 
and the distance that the workej*» have to walk back to their homes. 

(c) We recommend an interval for the mid-day meal of not less 

than one hour, exclusive of working hours. ^ ^ 

(d) We recommend that the maximum period during which 
workers are continuously on night duty should be limited by statute 
to a fortnight. 

Accidents y 

(6) (a) Compensation in respect of accidents should be payable to 
al\ notifiable accident cases from the first day of disablement and the 
seven days* waiting period should be abolished. 

(h) W? were struck by the fact there were no centres in industrial 
areap for the purpose of rehabilitating and retraining workers, who are 
unable to take up their original employment as the result of accidents. 
Provision should be made for the proper treatment and rehabilitation 
fof injured persons so that they may recover and get back to work 
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as early as possible. There should also bfe provision for the supply 
of artificial limbs and eyes. 

Adequate facilities for the treatment and rehabilitation of 
workers will become available only when the proposed industrial 
‘health service becomes established in addition to the general health 
service recommended by us, and we therefore stress the need for 
organising both these services in the larger industrial centres with 
the least possible, delay. 

(c) Another point to which we would draw attention is the un- 
satisfactory state of registers of sickness and injury amdng em- 
ployees, particularly in the smaller industrial establishments. We 
recommend that proper registers of sickness and injury should be 
maintained iu every industrial establishment in accordance with the 
standards prescribed by Provincial Governments. 

Occupational Diseases 

(7) (a) There should be an enquiry by the Government of India as 
early as possible into the prevalence of occupational diseases in the 
country. As there are so few medical officers trained and experienc- 
ed in this subject, we recommend that a number of them be sent 
abroad for further study in industrial hygiene and occupational 
diseases. 

(b) On the completion of the enquiry referred to above an exhaus- 
tive list of occupational diseases in India should be prepared and all 
such diseases should be made notifiable by Statute. 

(c) Departments of Industrial Medicine, the functions of which 
will include, amoi;jg others, the study of occupational disease and 
industrial research, should be established in teaching medical insti- 
tutions and we suggest that a start should be made at the’ All-India 
Institute of Hygiene and Public Health. 

Women Doctors 

(8) An adequate number of women doctors should be employed 
in the proposed industrial health service. 

Housing 

(9) (a) We have expressed in another chapter our opinion that the 
housing of the industrial population is primarily the responsibility of 
the Governments concerned. We have also made recommendations 
relating to the preparation of housing schemes for the population 
generally, including the industrial population, by Governments, local 
authorities and private enterprise. In this chapter we content our- 
selves with recommending the following minimum standards for work- 
ing class housing, which Governments should prescribe and strictly 
enforce. We regard these standards to be the minimum required for 
the health of the industrial worker and his family: — 

(5) Por a single man: a room 10 ft. x 12 ft. x 10 ft. and a verandah 
8 ft. X 8 ft.'x 10 ft. For a group of such quarters there should be pro- 
vided community kitchens, latrines and bathing places in accordance 
with the standards to be prescribed by the Provincial Government. 
Where common kitchens are not provided, provision should be made for 
choolas on the verandahs with suitable chimneys for the outlet of 
^moke. Where latrines and bathing places for common use arc 
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erected, they should be at. a reasonable distance from the quarters*., 
and, if possible, connected by a covered way for protection during badt 
weather, 

(ii) For a family: for a married couple, two rooms 10 ft. xl2 ft- 
X 10 ft. with a verandah, kitchen, bathroom and latrine. For a. 
family including grown up children the accommodation should be in- 
creased by at least one extra room of similar size. 

(b) In regard to sanitary conveniences, we suggest that, as far 
as possible, septic tank and soil distribution systems should be intro«- 
duced so that the handling of nightsoil may be avoided. 

Food ol. the Workers 

(10) (1) Nutrition. — (a) In our opinion no effective improvement’ 
in nutrition is possible unless purchasing power is increased. How 
this should be done is a question which does not properly cOme 
within our terms of reference but we consider it our duty to draw 
attention to this important matter. 

(b) We recommend that systematic nutrition surveys should^ 
be undertaken by Provincial Governments in various industrial 
centre s for the purpose of estimating existing levels of nutrition 
among the industrial classes. We have recommended, in Chapter. 
V, that each Provincial Government should maintain a nutrition 
olganisation as part of its Health Department. It should be one of 
the duties of this organisation to carry out the surveys suggested 
above, to formulate balanced diets to meet the energy and other 
requirements of different tyjjes of workers and to assist in the carrying 
out of educative work in nutrition among employers and employees.. 

(c) It should be compulsory, in the first instance, for industrial 
establishments employing a certain minimum number of workers to* 
maintain canteens. These canteens should provide for workera 
suitable balanced diets at reasonable cost* 

We recognise that the daily energy requirements of individual 
workers will vary with the amount of physical effort that they may 
be called upon to put forth. We recommend, however, that, when 
providing for balanced diets to workers, 3,000 calories daily may be 
adopted as the energy requirement of the average manual worker 
engaged iu industry. 

(d) Employers should encourage workers to observe regular meal 
hours. Rules regarding night shifts should be so framed as to 
allow workers to get adequate time for proper meals. 

(e) Municipal bye-laws regarding the protection of food require 
strengthening and stricter enforcement. In order to secure 
adequate supervision there should be a sufficient staff of well-trained 
and well-paid sanitary inspectors under the control of the health 
authorities, who should have free access to the premises of any 
industrial establishment for ensuring cleanliness in the preparation 
and distribution of food. 

(f) Every canteen, food shop, tea shop and kitchen in an industrial’ 
establishment should be protected against flies etc., by the provision 
of fly proof doors and windows. 

(2) Adiilt/iration , — There should be more stringent supervision over 
food supplies inside the factory areas by municipal authorities. We 
have recommended in chapter XXIIl detailed measures, legislative and 
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administrative, for dealing with the problem of adulteration in res- 
pect of food for the general community, including industrial workers. 

(‘3) Hawkers , — As far as possible hawkers should not be permittfeuv 
within factory premises but, where canteens have not been provided,, 
hawkers, when permitted inside a factory, should be licensed by the 
public health authority and the food oifered for sale by them shouldi 
be subject to examination and inspection by that authority. 

(4) Milk . — In view of the importance of milk in the diet of the 
people we have recommended in the chapter on nutrition that special 
measures should be taken by Governments and local bodies, to ensure* 
an adequate supply of this article of food to the community at 
prices within their reach. These measures will benefit industrial 
workers also. In addition we recommend that local authorities 
should, with the co-operation of employers and employees,, 
promote the development of co-operative dairy iarms or arrange for the 
supply of niilk in other ways in order to improve the standard of milk, 
consumption by workers. 

The Zoning and Location o! Industry 

(11) (a) Town and Rural Planning Acts should be passed by Pro- 
vincial Legislatures setting up in .each province a separate Ministry 
of Housing and Town and Rural Planning, with wide powers to deal 
with the housing of the industrial population and with the zoning and 
location of industry. 

(b) Before the establishment of any new industry or factory is* 
agreed to by the Provincial Government, the Minister should satisfy 
himself that, in the lay-out, adequate provision is made for the hous- 
ing of workers, for their transport to and from the factory and for* 
adequate environmental amenities. , 

(c) We wish strongly to reiterate the recommendation of the Royal 
Commission on Labour that Provincial Governments should take' 
steps to prevent industries being established in places where there 
will not be sufficient room for adequate housing or other necessities* 
such as water supply, electric power, etc. This should be the func- 
tion of the Ministry of Housing and Town and Rural Planning if 
established, and, under the appropriate legislation, rules should ^be 
framed to regulate the growth of industries from this point of view. 

(d) We commend for serious consideration the suggestion that, 
where possible, having regard of course to the relevant economic- 
factors, new industries should be dispersed in rural areas so that the- 
local inhabitants may derive the fullest benefit from industries being* 
brought within their immediate circle. The present. system of estab- 
lishing factories near or in big towns, where the workers are forced to 
live in crowded tenements and under artificial and insanitary condi- 
tions as parts of a huge machine, is harmful alike to the town dwellers 
and the workers themselves. The health problem of workers in such 
industries would be greatly simplified if industrial establishments* 
could be located in rural surroundings. 

IMnk and Drug Habits 

(12) (a) There should be stricter control over the licensing and 
location of liquor shops in industrial areas, the hours of opening, and 
closing, the quality of drinks sold and, in particular, the standard 
of cleanliness maintained in these shops. 
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(bj The aim should be to make places, where alcoholic beverages 
are permitted to be sold, decent establishments where a high standard 
of cleanliness is maintained and suitable refreshments are provided, 
60 that a man can take his family and order food along with drinks. 

• The experience in the West is that, under such conditions, the 
excessive consumption of alcohol is generally checked. 

(c) The hours of sale of alcoholic drinks should be reduced. 

(d) There should be strict control over the sale of opium, 'ganja, 
*charas' and 'bhang\ in order tp reduce their consumption by the 
industrial population as much as possible. 

(e) The majority of us feel that the opening of new liquor shops in 
industrial areas should not be permitted. The others, while consider- 
ing this to be too drastic a step, support the strictest possible restriction 
in the opening of new shops in such areas. 

(f) In order to promote the consumption of non-alcoholic bever« 
ages we suggest that local authorities should afford all. facilities for 
the opening of milk bars, tea and coffee shops in industrial areas. 
Transport 

(13) In view of the utmost importance of the provision 
of cheap transport facilities for workers to and from their homes, we 
recommend that Provincial Governments and local bodies, with the 
co-operation of private enterprise, employers and co-operative 
organisations should take immediate steps to ensure the provision of 
such facilities. 

Industrial Hygiene and Conveniences lor Workers 

(14) All rules regarding industrial' hygiene within factories, 
mines and other industrial establishments, . such as those pertaining 
to ventilation, control of humidity, cooling, smoke nuisance, dust; 
water supply, provision of' urinals and latrines, bathing arrangements, 
drainage, disposal of sewage and mosquito control should be re- 
examined and brought up-to-date by the Governments concerned. 
Steps should be taken to ensure their stricter enforcement. 

" The following suggestions are offered in respect of certain specific 
matters : 

(i) Control of humidity and temperature. — ^The rules relating to 
the control of humidity and temperature in factories should be re- 
examined in consultation vdth the Provincial Health Department and 
steps should be taken to ensure that they are more rigidly followed. 

(ii) Air-conditioning. — Under certain climatic conditions air- 
conditioning of industrial establishments is calculated to improve the 
health conditions and to promote a larger out-turn of work. We 
therefore recommend that, wherever possible, employers should be 

encouraged to instal air-conditioning plants. 

# 

(iii) Protection against the inhalation of gas^ dust or other 
impurities. — Under section 14 of the Factories Act provision exists 
for requiring that, in any factory in which gas, dust or other impurity 
is generated, adequate measures shall be taken to prevent injury ^to 
the health of the workers. Thowsame section also- empowers Provin- 
cial Governments to make rules in this behalf. Where such rules have 
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not yet been issued, we recommend that Provincial Governmcnt& 
should frame and enforce them without delay. JSxisting provision 
relating to such measures should be more strictly euforced. Whether 
the lactory be large or small, the provision and maintenance ot 
mechanical or other devices for preventing the generation or inhala- 
tion of gas, dust or other impurities injurious to the health of workers 
are essential. In any event, in the smaller factories, masks should 
be provided for workers and they should be made to understand the 
evil effects of inhaling gas, dust or other impurities. Instructions in 
the use of such devices should be given. 

(iv) Smoke nuisance . — In some Provinces, there is at present 
legislation relating to smoke nuisance, but its enforcement is not 
often effective. We recommend that the Government of India should 
institute an investigation into the dangers of * smoke nuisance in 
industrial and other areas and that swift action should be taken on 
the recommendations arising out of such an investigation. 

(v) Washing facilities . — Tliere should be provision,- in every 
industrial establishment, of washing facilities for all workers and, in 
the case of workers handling or coming into contact with obnoxious 
substances, there should be a free supply of soap or some other 
cleansing material. 

(vi) Drinking water . — It should be made obligatory on employers 
to supply, free of charge, an adequate supply of cool drinking water in 
accordance with the rules framed and standards laid down by 
Provincial Govornincnts, 

(vii) Bathing arrangements . — Employers should provide, in the 
premises of industrial concerns, an adequate number of taps or 
showers for bathing after the operatives have finished their day’s work. 
In certain cases it may be necessary to provide washing facilities and 
clear) overalls before an operative begins his work, for instance, in 
establishments dealing with the preparation of food. 

(viii) Urinah and latrines , — Tlie number of urinals and latrines 
provided in industrial establishments, including plantations, should 
be in accordance with standards laid down either by statute or by 
health authorities. In places where municipal administration or a 
water, borne system does not exist, employers should be made to 
adopt such methods of disposal of nightsoii as are recoihmended by 
the local health authorities with a view to ensure that its unsatis- 
factory disposal does not create a danger to the health of the com- 
munity. We should again draw attention Jbo our remarks in this 
cbnnection under sub-paragraph (b) of para. 9 of our recommendations 
dealing with housing. 

(ix) Cloak, room . — We consider it desirable that, in every indus- 
trial establishment, employers should provide a place where workers 
should be able to keep their clean clothes in safe custody, before they 
enter the works premises in their working clothes. 

(x) Special clothing . — Special clothing in all case.s where the 
worker has to come in contact with obnoxious or injurious substances’ 
or substances likely to soil the clothing should be provided by the- 
employers free of cost. 

(xi) Protective, equipment. — Gloves, goggles and such other pro- 
tective equipment as may be necessary according to the industry 
in which the workers are employed should be provided by the em- 
ployers free of cost and their use by* the workers enforced. 
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(xii) Seats should be provided, wherever practicable, for workers 
sat their work. 

JUst Shelters 

(16) It should be made obligatory for every industrial 

^stablishmeufc employing 100 persons to provide rest shelters and 
dining halls of approved types. Suitable furniture should also be 
provided in these shelters and dining halls. The standards for these, 
including furniture, should be laid down by rules framed by Provin- 
«cial Governments. There should be separate provision for men and 
women. The walls and roofs of the rest shelters and dining halls 
ehould be made of non-conductive material, which would give 
adequate protection against heat, cold and rain. 

^Certification of Adolescent Workers 

(16) The requirements of the existing legislation regarding the 
employing of adolescents should be so modified as to qualify general 
practitioners approved by Provincial Governments to function as 
•certifying surgeons. They will certify as to the general fitness of the 
adolescent for industrial employment. 

When the industrial health service which we have recommended 
•develops, it should be possible to provide for the examination of all 
workers with a view to placing them in departments in which they 
^re best fitted to work. 

Pre-employment Medical Examination of Adult Employees 

(17) As soon as the proposed occupational health service becomes 
fully developed all industrial establishments should institute a system 
•of pre -employment medical examination of adult employees, including 
the clerical office staff. The examination should be of a thorough 
nature and the object to be aimed at should be to follow up the initial 
test by periodical examinations, at least once in three years. These 
•examinations should be followed, where indicated, by suitable treat- 
ment and advice regarding the rectification of unhealthy modes of 
life. 

Xmpl(^ment of Children in Industrial Establishments, Plantations 

etci 

(18) (a) The minimum age for employment in industrial estab- 
lishments, docks etc., should be raised to 15 and persons between 15 
:and 17 should be eligible for employment as adolescents on the 
•certificate of the certifying surgeon. 

y (b) The minimum age for the employment of children on planta- 
tions and public works should be 13. 

(c) In course of time when the compulsory school leaving age is 
raised and adequate educational facilities become available, employ- 
tnenfi of children under 15 should be abolished for all types of indus- 
trial establishments and occupafions. 

m 

Inspectorates of Indnstilal Zstsblisfaments 

(19) (a) The provincial factory inspectorates require strenpSiening 
and their status enhancing. The inspectorate should be sufficiently 
numerous to enable each industrial establishment in the Provinces fo 
be inspected at least twice a year. 
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(b) The iospectorate shoiild be divided into the following three 
^visions, each being staffed with persons possessing special technical 
^qualifications : — 

(i) en^neering, with special knowledge of safety laws; 

(ii) public health and 

(iii) social service or labour welfare work. 

(c) The post of Chief Inspector is of suf&cient importance and 
'responsibility to attract men of high qualifications. He should be 
assisted by Eegional Directors. The minimum general education for 
an inspector should be the intermediate in science of an Indian Uni- 
versity or its equivalent. He should also possess some technical 
knowledge of factory practice and legislation and should undergo a 
short course in public health. 

(d) The number of women factory inspectors should be substan-. 
tially increased. 

Unregulat^ Factories and Workshops 

(20) The need for regulating the conditions of employment in a 
number of establishments or trades to which the Factories Act does 
not apply or has not been applied, even when legal provision exists 
for such enforcement, is urgent. In our review of unregulated places 
of work earlier in this report, we have drawn attention to specific 
instances, which came to our notice during our tours, of establish- 
ments and trades in which the working conditions provided for the 
employees are, from the point of view of their health, of an extremely 
unsatisfactory nature. They include, among others, tanneries, hidi 
factories, the glass bangle industry and the building trade. Measures 
taken to regulate them should include the issue of a licence by a 
competent authority before the industry or trade can be started, the 
licence laying down specific conditions regarding the nature of the 
premises, ventilation, lighting, washing facilities, sanitary conveni- 
ences, hours of work and other matters which are necessary for ensu- 
ring comfort and protection against danger to health to all those who 
are employed. 

There are obvious difficulties in the way of exercising efficient con- 
trol over such establishments. Some are*due to the fact that they 
are located in rural areas where supervision and control are not easy, 
and some to the fact that they are small, employ but few workers and 
are situated in congested areas from which they cannot readily be 
transferred. Many of these industries have existed for many years 
and fulfil a useful place in the economy of the country. Their workers 
have family traditions behind them and appear to be content with 
the conditions of their employment. The inspection of all these 
establishments will not be an easy matter for provincial governments, 
particularly as it should be so exercised as not to inflict undue 
harassment or hardship. At the same time we must point out that 
the working conditions in these establishments require radical 
improvement from the point of view of the health of the worker and 
of the locality, and that stricter inspection and control are essential. 

We have already recommended that the occupational health 
^rvice suggested in this chapter should, when fully developed, bring 
^thin its scope all forms of- employment outside the home. When. 
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this stage is reached all the occupations discussed in the preceding, 
paragraph Will have been brought under adequate control from the 
point of view of safeguarding the health of the workers. We would 
urge that a beginning should now be made to regulate and control 
the working conditions in the types of establishments described above. 
As has already been pointed out, it will be necessary to prescribe a 
minimum number of employees to bring such establishments within 
the law. This number will, no doubt, have to be determined by 
various considerations depending on local conditions and we must 
therefore leave the decision, in each case, to individual Provincial 
Governments. But we cannot urge too strongly the need for early 
investigation and appropriate action to bring such establishments, 
under effective supervision. 
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CHAPTER XI 

HEALTH SERVICES FOR CERTAIN IMPORTANT DISEASES 

1. In this chapter we shall deal with the special measures we 
consider necessary in respect of the following diseaises: — 

1. Malaria. 7. Venereal diseases. 


2. Tuberculosis. 
8. Smallpox. 

4. Cholera. 

5. Plague. 

6. Leprosy. 


8. Hookworm. 

9. Eilariasis. 

10. Guinea-worm. 

11. Cancer. 

12. Mental diseases and mental 
deficiency. 

13. Diseases of the eye and 
blindness . 


The majority ot these diseases are communicable and we shall 
begin with a brief review of the existing provision, legal and admi- 
nistrative, for dealing with such diseases. 

A Brief Reyiew of the Existing Provision, legal and administrative^ 
for dealing with Communicable Diseases 

2. Introduction . — IFerbert iSpencer said long ago that perfect 
correspondence with environment would be perfect life. A 
healthy life depends on man's continuous adjustment to his 
environment. The vicissitudes of climate, his house, his workshop, 
the food he eats, the social life around him — all these form part of 
the environment which continually reacts on him and they deter- 
mine, each in its own measure, his state of health or disease. This 
environment includes the many forms of life, animal and vegetable, 
that exist on the earth and, from time immemorial man and other 
living beings have been in conflict with one another in a continuous 
struggle for existence. Prom the point of view of undermining the 
state of his physical health and well-being a wtple host of parasitic 
ciganisms, which gain entry into his body in various ways, have 
played an important role through the ages. While all forms of 
disease can be defined as departures from the harmonious function- 
ing of the body owing to man’s failure to adjust himself to the 
environment, the large group of illnesses, resulting from parasitic 
invasion must be looked upon as a struggle for existence between 
man and the parasites which gain entry into his body. He fights 
the invader with all the powers wdth which he is endowed and, if he 
succeeds, he recovers from the disease and, in many forms of ill- 
ness, the protective forces ho has developed during ‘ the struggle 
continue to afford him sufficient strength to ward off an attack by 
the same organism for a long time afterwards. In other cases, the 
immunity conferred on him is of a transient nature. On the other 
hand, if the organism is able to overcome the resistance of the 
patient, the disease takes a grave turn and the man eventually dies. 
There is yet another outcome' of the struggle on certain occasions. 
The man and the parasite establish a form of armed neutrality 
between themselves. The man outwardly re-establishes his health 
but the parasite has not been completely destroyed, as it has secured 
for itself a foothold somewhere in the man’s body and continues tO' 
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live there. Thus is produced the carrier state as in the case of a 
^mall percentage of typhoid patients. When favourable conditions 
prevail the organism multiplies quickly and is excreted in the urine 
•or faeces of the patient who, apart from the ill-effects on himself, 
"thus becomes a potential source of infection to his fellowman. 

IILEASJJRES FOR OONTROLLINO OOMMUHIOAfiLE PISEASES 

3. From this brief description of the genesis of disease it will be 
•.seen that the measures required for combating it fall into two broad 
groups, namely, (1) those which are concerned with an improve- 
ment of the environment in a wide sense of the term and (2) those 
which are specific for individual diseases. The former group includes 
the elimination of such factors promoting the spread of disease as 
the unhygienic lionie and its sinroundings, overcrowding and un- 
wholesome food and drink. As regards food, qualitative and quanti- 
tative deficiency can both be responsible for ill-health, as apart from 
•specific types of infection which may be conveyed through its inges- 
tion. The second group of * measures consists of those which are 
necessary for promoting the development of special protection in 
the individual against particular diseases and for blocking the 
channels through which infection spreads, including unhygienic 
habits such as spitting. Control of the spi’ead of infection is usually 
effected by such steps as the isolation and treatment of patients, 
who, in the majority of cases, become non-infective when cured, the 
•enforcement of s\]itable measures against carriers^ disinfection of in- 
fective material and the employment of adequate measures to elimi- 
nate, as far ns possible, the vectors responsible for the transmission 
•of individual diseases, 

4. Broadly speaking, the law relating to the control of epidemic 
'diseases is contained mainly in the different local Self-government 
Acts applicable to municipal and non-municipal areas in the pro- 
winces and in an all-India enactment, the Epidemic Diseases Act, 
1897. The latter gives emergency powers to the different Govern- 
ments, Central and Provincial, in their respective areas of adminis- 
tration, to promulgate temporary regulations to deal with 
an outbreak or a threatened outbreak of infectious disease. The 
Epidemic Diseases Act is meant to provide additional powers to 
health authorities over and above those which they possess under 
• other legislative measures- Emergency regulations under the Epide- 
mic Diseases Act have been generally issued by Provincial Govern- 
ments during widespread outbreaks of epidemics or in connection 
with festivals which attract large numbers of pilgrims and 
are, therefore, associated with the threat of outbreak of these 
diseases. 

5. The general administrative procedure in dealing with the 
•control of infectious disease is briefly discussed below. As has already 
teen pointed out, the matters discussed in the succeeding paragraphs 
may have been dealt with elsewhere in the report but, for the sake 
of convenience, they are again referred to here. 

Notification 

6. The three epidemic diseases of cholera, smail-pox and plague 
are notifiable throughout the country. The people are generally 
familiar with the manifestations of these diseases and,' though no 
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^completeness of notification can be claimed, it is safe to assume 
that the numbers recorded from year to year give a fairly cprrect 
picture of the extent and intensity of their prevalence. As 
regards the other diseases a varying number of these is compulsorily 
notifiable in different provinces. The numbers recorded can, how- 
ever, be hardly considered as being indicative of the true extent of 
jtheir prevalence. The number of diseases notifiable in municipali- 
ties is greater than in rural areas. In the former the Municipal Acts 
.generally make the householder responsible for reporting cases of 
notifiable diseases to the health authority. Medical practitioners, 
including Vaids and Hakims, are required to notify such cases as come 
i:o their knowledge during the discharge of their professional duties. 
In rural areas such provisions do not exist, the village ofi&cials being 
Tespousible for the reporting of cases of infectious disease. 

7. The procedure for the transmission of information varies in the 
•different provinces. For instance, in Bihar, when an epidemic breaks 
out, the village watchman (chowhidar) jH'ports the matter to the 
officer in charge of the nearest police station, who in his turn reports 
'to the Civil Surgeon, the Health Officer, the J3istrict Board Chairman 
and to the nearest dispensary doctor and Health Inspector. The 
Director of Public Health and the Assistant Director of Public Health 
receive the information from the Civil Surgeon. In this province, the 
village chowhidar attends the police station ouc(' a week. Therefore, 
the delay that takes place in the transmission of information regard- 
ing an outbreak of cholera, for instance, from the affected village to 
the nearest health inspector and dispensary doctor may extend per- 
haps to eight or nine days. On the other hand, in Madras 
the village headman, wlio is respoixsiblc for reporting epidemic 
diseases, sends simultaneously two copies of his report to the 
TahsildjTr and to the Health Inspector of the area in order to enable 
the latter to start preventive measures as soon as possible. The 
Tahsildar sends daily a report to the Director of Public Health, the 
District Health Officer and certain other specified officers in the 
'district. It will thus be seen that the period elapsing between the 
outbreak of an infectious disease and its notification to a responsible 
public health official varies among the provinces. 

Preventive Measures 

8. (a) Health staff . — During the past <piarter dI' a i-eutury rural and 
urban public health staffs have been frppointed, in varying strengths, 
in the different provinces and the organisation of campaigns against 
the common infectious diseases has been one of the most important 
of their tasks. There has, how^ever, been no striking change in the 
prevalence of these diseases. The reason is not far to seek. Even 
in those provinces in which the public health organisation has been 
best developed, e,g., the provinces of Madras and the United Pro-* 
vinces, the strength of the staff available is quite inadequate for the 
large territories and populations entrusted to them. In the Province 
of Madras, for a district with an average area of 5,256 square miles 
and an average population of over two millions, the staff consists of 
one District Health Officer and, in addition, of one Assistant District 
Health Officer in most districts, with a Health Inspector in each 
taluk. The average area and population of a taluk are 540 square 
miles and 209,289 (1941 census) respectively. When it is remembered 
that the Health Inspector is required to perform a variety of health 
functions in the area, the inadequacy of the skeleton staff provided 
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even in a province where the best developed organisation exists, 
becomes apparent. 

(b) Inadequacy of emsting legal and administrative provision for 
dealing with large scale epidemics. — Public health .administration is 
a function of local bodies, urban and rural. Statutorily, each is in- 
dependent of the others and, for financial and various other reasons, 
the level of administration, including the carrying out of health 
functions, of local authorities is definitely low- Another noticeable- 
fact is the general absence of legal sanction to enforce certain 
standards of performance by these authorities and to co-ordinarte 
their efforts, which is of particular importance in the field of infec- 
tious disease control. The province of Madras is an exception. We 
have indicated in Chapter XVII that, in this province, the local 
health officers possess adequate powers to act promptly cither in the 
presence of any notifiable disease or in anticipation of ,an outbreak 
of it, that the Director of Public Health has also been given sufficient 
powers to enable him to compel an unwilling local body to carry out 
such measures as he may deem necessary to meet the situation as 
well as to concentrate, in the area concerned, public health staff 
belonging both to the provincial service and to the services of other 
local bodies. 

1 

(c) Protective vaccination against the common mfectious diseases. 
— ^Vaccination against smallpox has been practised in the country for 
over a hundred years and, although some reduction has been made 
in the incidence of the disease, its prevalence continues 
to be high. Many factors are responsible for this result 
and the question of smallpox vaccination will be discuss^ in greater 
detail in the section dealing with this disease. 

Among other forms of vaccination, anti-cholcra inoculation ks the 
one protective measure which has been used extensively in the 
country. It has steadily gained in popularity during the past ten or 
fifteen years and is now generally accepted by the people without 
opposition. This subject will be discussed in greater detail in tho 
section dealing with cholera. 

(d) Segregation of^ patients. — The conditions^ existing in the vast 
majority of Indian homes, cither in urban or in rural areas, are parti- 
cularly favourable to the spread of infection and the need for the 
provision of facilities for segregation elsewhere, is therefore, great. 
It must, how^ever, be remembered that, during times of epidemics, 
the number of patients requiring isolation, in respect of such diseases 
as cholera and smallpox, is considerable and well beyond the capacity 
of the local authorities concerned. In regard to tuberculosis and 
leprosy, the prolonged period of isolation that is required and the 
possibility of a relapse into the infective stage when the patient 
returns to active life necessitate, for the control of these disea:ses, 
much more elaborate measures than those required for the common 
epidemic diseases. In these circumstances, the practice of isolation 
in respect of any of these diseases is, broadly speaking, hardly pre- 
valent in the country as a whole- Another disquieting feature of the 
situation is that? in the cities and larger towns, where infectious 
diseases hospitals are maintained, their condition from the point of 
view of buildings, staff and equipment is, generally speaking, very 
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Ainsatisfactory. During our tours in the provinces, the following 
infectious diseases hospitals were visited: — 

Madras — 

1. Infectious diseases hospital, Tondiarpet, Madras City. 

2. Infectious diseases hospital, Ootacaniund. 

3. Infectious diseases hospital. Coimbatore.. 

^United Provinces — 

4. Infectious diseases hospital, Allahabad. 

5. Infectious diseases hospital, Lucknow. 

6. Infectious diseases hospital, Agra. 

Bengal — 

7. Infectious diseases section of the Campbell Hospital, Calcutta. 
Bind — 

8. Infectious diseases hospital, Karachi. 

Bihar — 

9. Infectious diseases hospital, Gaya. 

10. Infectious diseases ward in the General Hospital, Patna., 
Orissa — 

11- Cholera Hospital, Puri. 

The working of most of these hospitals is quite unsatisfactory. 
The buildings are not suitable, the staff is inadequate and the equip- 
ment is poor. Laboratory facilities are generally insufi&cient. In 
some cases, e‘g., the United Provinces, the medical olhcer in charge 
is required to perform other duties as well, such as analysis of the 
local water-supply and anti-rabic treatment. 

Rectification of the above-mentioned defects 

9. The areas in which our scheme will operate , — We recognise that 
there ciru be no easy or rapid process of remedying effectively the 
defects outlined above. Our proposals for a comprehensive health 
service offering preventive and curative medical care to all, irres- 
pective of their ability to pay for the service, constitute in our view 
the only solution to the problem. Even before such a service be- 
comes established, our short-term proposals will help to start a pro- 
mising attack on the control of the common epidemic and endemic 
diseases. If our recommendations in the chapter on vital statistics are 
carried out, a reasonable approach to completeness of registration 
is likely to be secured as well as a speeding up of the reporting of 
outbreaks of epidemics to the health authority. The primary unit 
staff; although small, should bo able to c;iriy t)iit intensively snob 
preventive measures as the sterilisation of water supplies and pro- 
tective vaccination of the people against the disease * concerned. 
Our proposals for protected water supply and for the satisfactory 
disposal of nightsoil in the areas under our scheme will help to 
decrease considerably the incidence of bowel diseases. An im- 
provement of the environment, which is of great importance in the 
control of mnlnrijr, will be effected, it is believed, to a steadily grow- 
ing extent through the voluntary effort that is expected to be stimu- 
lated in the villages by the proposed health committees. At the 
same time, the* small trained group of 16 inferior servants in each 
primary unit will help to demonstrate to the villagers effective 
‘Hiethods of carrying out minor antimalaria woits, including the 
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spray killing of mosquitoes. It is in regard to the isolation off 
patients, where necessary, that the earlier stages of tne programme 
will make the least provision* Any approach towards adequacy in* 
this direction can be reached only with a large development of 
hospital accommodation. Even during the short-term programme 
provision of 20 and 60 beds . respectively has been suggested for the* 
common infectious diseases in the secondary health centre hospitals* 
of 200 and 600 beds recommended by us, while in respect of tuber- 
culosis and leprosy, our proposals provide for an appreciable increase 
in existing hospital accommodation. It is in the countryside that 
facihties for isolation will be definitely slow. The small 30-bed^ 
hospitals, serving four primary imits or a population of about 160,000,* 
are likely to find themselves fully occupied with the treatment of 
general medical, surgical, obstetrical and gynaecological patients- 
largely to the exclusion of those who suffer from such diseases as 
cholera, smallpox and plague. It is, however, to be hoped that the 
vigorous pursuit of the requisite preventive measures will reduce 
the actual incidence of these diseases to a considerable extent. The 
provision for isolation will become adequate only when the stage of 
the long-term programme, with its greatly expanded hospital- 
service, is completed. We believe that even then home isolation* 
will have to be practised to a large extent for a variety of ineffective* 
conditions. We have recommended in the chapter on housing that 
the lowest type of house permitted to be built under the measures 
taken to control housing should have at least two living rooms in order 
to ensure the facilities necesary for isolating patients. 

10. The areas outside our scheme . — It is not easy to put up any^ 
reasonably satiafirctory proposals in regard to these areas. All the 
trained personnel that will become available through the implemen- 
tation of our programme of professional education will, it is believed, 
be takeri up during the first ten years tind some years later. 

11. The specific measures that are necessary for the control of 
these diseases may be considered separately. As regards notification,, 
cur proposals for the creation of a vital statistics organisation in the 
areas outside our scheme should help to secure a nearer approach io 
completeness of registration and avoidance of delay. Turning next 
to measures, curative and preventive, for dealing with outbreaks of 
such diseases we suggest that, as far as funds and trained personnel 
permit, provision should be made for the maintenance of two or 
three epidemic squads at the headquarlers of each district in order 
that they may be rushed, without delay, to deal with such outbreaks. 
These squads would include medical men and staff to deal with the 
sterilisation of water supplies, disinfection of infective material and* 
other preventive work. They should be provided with motor vans 
fitted up as travelling dispensaries with all appliances ’ and other 
medical requirements for remedial and preventive work. These units 
can also play an important part in safeguarding the health of large 
aggregations* of population on such occasions as festivals or fairs. la 
normal times they can be used to provide an itinerant medical service 
to areas which may be insufficiently served. 

12. The widespread epidemics of such diseases as cholera and* 
malaria which sometimes occur in various parts of the country can, 
however, hardly be controlled by the organisations outlined above. 
In our view, the Army with its well-manned and equipped health 
Bcrvi##8 should be utilised, where possible, to meet such emergencies* 
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Their usefulness during the Bengal famine and the wave of epidemics' 
that followed it has been amply demonstrated. As far as we can see^ 
there seems to be no reason for neglecting to use a part of the Army 
amd its medical establishment, during times of widespread epidemics, 
to supplement the work of the civil organisation, particularly in areas 
where the latter is weak and unable to cope with the situation. 
Some of these )najor epidemics may constitute disasters of as great 
SB magnitude as any war from the point of view of human suffering 
and mortality, and it would be unwise for the nation not to avail it- 
self of all the means ^t its disposal for dealing successfully with such 
en^ergencies. The safety of the people should be our supreme consi- 
deration and no resources, Central or Provincial, should be left un- 
used to ensure their protection and welfare. 

13. We shall now put forward our recommendations for each of 
the diseased listed at the beginning of this chapter. In dealing 
with them the statistics that have been included relate generally 
to the period ending with 1041. The entry of Japan inj:o the war in 
December of that year marked the stage at which conditions arising 
out of the war began to have marked adverse effect on India. In 
attempting to present a picture of the normal state of the public 
health in this country, against which our recommendations for health 
developments should be viewed, we have therefore considered it 
desirable to limit ourselves to the period ending with 1941. 

1. MALARIA 

Introduction 

1. Malaria is by far the most important disease in India from the 
point of view of sickness and mortality. Lieut. -Colonel J. A. 
Sinton, a malariologist of international reputation and a formei 
Director of the Mularia Institute of India, has estimated that ai 
least 100 million persons suffer from the disease every year in British 
India, that because of its effect in lowering the vitarlity of its victims 
it is also responsible for morbidity from other causes in an additional 
25 to 75 million persons annually, and that, directly and indirectly, 
it is responsible for at least two million deaths each year. 

2. It is impossible to make any complete or accurate evaluatioi 
of all the losses for which malaria is responsible. For instance-, it ii 
difficult -to assess the financial loss that the country suffers as the 
result of decreased productivity through the incidence of the disease, 
Col. Sinton has, however, estimated that, on an admittedly incom 
plete but conservative basis, the annual loss to the country, measur 
ed in terms of money, may be anywhere between Rs. 147 crores anc 
187 crores per year- If all the relevant factors could be taken intc 
consideration, the loss is likely to be two or three times this estimate 

3. A tragii feature of the situation is that much of the malaria pre 
valent in the populated areas of the country is man-made. In manj 
cases roads and railways have a sinister account to their credit 
Their embankments often cause such interference wit! 
natural drainage as to create conditions favourable to the breeding oi 
the malaria -carrying types of mosquitoes, while burrow-pits whiol 
follow the line of our roads and railways help to provide additiona! 
breeding grounds. Bengal is generally cited as an oiitstandinf 
example of man’s thoughtless interference with natural drainage re 
suiting in the steady rise in the incidence of malaria over the greatei 
part of that province. The failure of irrigation engineers to provide 
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for adequate drainage when water is brought into previously dry 
,areas has been another fruitful cause of the spread of the disease. 
Kecent examples of this are to be foimd in certain areas in Smd, the 
Province of Madras and Mysore. The first question with 
which we are faced is whether the great drain on the national health 
and prosperity caused by malaria is unavoidable. After the dis- 
covery by Sir Bonald Boss, towards the close of the last century, 
that certain types of mosquitoes are the transmitters of malaria, it 
has been demonstrated in limited areas in different parts of the world 
that the strict enforcement of anti-mosquito measures can effectively 
control the incidence of the disease. In the Panama Canal Zone, the 
first attempt to construct the Cjmal was frustrated by the ravages 
.among the workmen of two mosquito-borne diseases, yellow fever 
and malaria. When, however, radical anti-mosquito measures were 
enforced in this area, these diseases were brought undft* complete 
control. The introduction of effective antimalaria measures at 
Ismailia in the Suez Canal area and in Algeria was attended by 
equally convincing results. In this country the Eaipur-Vizagapatam 
section of the B. N. Eailway could not have been constructed, had 
not malaria among the labour force been kept under control by an 
expert malariologist, while the Mettur dam and the Sarda Canal 
afford other instances where large irrigation projects were success- 
fully completed with the help of malaria control measures. 

In recent years even more effective preventive measures against 
malaria have become available, including potent chemicals for the 
destruction of the mosquito and drugs for protecting man against 
repeated infection. The remarkable manner in which the fighting 
forces of the Allies operating in highly malarious tracts have been 
protected against this scourge during the present war again bears 
testimony to the possibility of effectively controlling the disease. It 
is clear to us that, .given the determination, the money and the 
requisite staff, it should be possible to reduce the incidence of the 
disease in India to small proportiqps. 

Anti-malaria Measures 

4. The measures that are necessary against malaria fall under two 
main heads, namely, (1) those which are directed against the trans- 
mitter of infection, the mosquito, and (2) those which deal with man 
in his twofold capacity as a victim of the disease and as a reservoir of 
infection. Antimosquito measures may be grouped under the follow- 
ing heads: — 

(i) . those which control the breeding of the mosquito and 

(ii) those which are directed against the insect in its adult 

form. 

5. Afeasiires to rontrbl the breeding of mosquitoes . — ^These measures 
take a wide variety of forms, although the main principles involved 
are the same, viz., the obliteration of facilities for the laying of eggs 
by the female mosquito and the creation of conditions inimical to the 
survival of the insect in its larval stage in circumstances when egg- 
laying cannot be prevented. The steps that are necessanry for these 
purposes include, among others, drainage to prevent accumulations 
of water, canalisation of water channels and the removal of vegeta- 
iiion from their sides, the use of larvicides such as mineral oils, paris 

144 



MALARIA 


green and the more recent synthetic product D.D.T., selective clear- 
ing of jungle or shading of water courses in certain cases and the 
use of larvivoroua fish. 

6. There are many varieties of fish in this country which prey 
on mosquito larvae. Gambusia, an American species of minnow, 
was introduced into India about twenty years ago and Ls being used 
in the wells in Bangalore and Bombay, the ornamental waters in 
Delhi and in many other parts of the country. This species has been 
proved to possess all the qualities required for antimosquito work and 
is probably more suitable for this purpose than anj^ other species. 
It should be emphasised however that the value of fish is very 
limited. They are useful in artificial collections of water like orna- 
mental waters but their use is of doubtful value as a general anti- 
larval measure. 

7. For dealing with the malarial conditions created by large cons- 
tructional works and irrigation projects, well-planned schemes re- 
quiring considerable technical supervision and heavy expenditure will 
be necessary. These can obviously be undertaken and carried out 
only by the State. On the other hand, in many parrts of the rural 
areas, effective results may be secured by works of a minor nature, 
such as the filling up of pools and ditches so as to prevent collections 
of water or other measures already mentioned such as oiling, removal 
of vegetation, etc. In our short-term programme, we have made 
certain suggestions for the carrying out of such measures in rural 
areas. We have provided for a small labour force of 15 in each 
primary unit, one of whose duties will be to see to the carrying out 
of these minor w’orks. These men may be unable to deal effectively 
with the whole area covered by such a unit, but an important part 
of their work, wnll lie in their being able, as a trained group, to 
demonstrate to the villagers how to go about these tasks properly. 
We hope that the village committees we have recommended {vide 
Chapter IV) will be able to mobilise voluntary local effort in carrying 
out such irioasurcs and that we shall thus be able to enlist a tremen- 
dous for(*e in the fight against this disease. The small labour squad 
will also form tlic nucleus round which, during an epidemic, an ex- 
panded organisation can be rapidly built up. 

8. It is desirable that the planning and execution of these anti- 
malarial works should, as far as possible, receive technical guidance 
and w(3 have recommended \he appointment of an Assistant Public 
Health Engineer at the lieadquarters of each secondary unit for this 
purpose. Direct local supervision will be provided by tlie medical 
officer in charge of the primary unit and his two public health 
inspectors. 

0. Although we hope that the local effort we have referred to will 
help to reduce the cost of labour, sufficient public funds should be 
made available to ensure that ^he required expenditure will be fully 
met. We have included in our budget for each primary unit a provi- 
sion for meeting this expenditure. 

10. ^fca^iurc{i againfii the advlt mosquito , — Tbe Director, Malaria 
Institute of India, has pointed out that the results oE spray- killing 
operations carried out in various parts ^of the country hold out the 
hope that **we have at last a weapon wvhich, when its full possibilities 
have been developed, will prove effective for rural, as well as urban 
*nd industrial, malaria". Pyrethrin, the active principle extracted^ 
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from the flower of the pyrethrum plant, has been found to be aa 
effective insecticide and has been used extensiveiy as a spray for 
the killing of adult mosquitoes. The synthetic product, D.D.T., hai^ 
provided an even more effective insecticide than pyrethrum. The 
great advantage of D.D.T. over pyrethrum is its residual effect, while 
pyrethrum is superior to D.D.T. in its immediate knock-down effect. 
A combination of the tw^o products has been tried on a relatively 
small scale and found to give satisfactory results. The purpose of 
this measure is to kill infected mosquitoes and to reduce the longevity 
of mosquitoes in an area, so that the number which live long enough; 
to become malaria carriers is vediu'ed to the minimum. This 
measure has been developed during the last few years and is of 
special value where anti-larval measures may take too long to give- 
results, or as a supplement to such measures. 

These operations against the adult mosquito will be undertaken in 
the rural areas by the squads of 15 labourers that have been provided 
in each primary unit wdth, we hope, the active support and assistance 
of the villagers. 

We shall deal with the subject of ensuring adequate supplies of 
these insecticides for the use of the health departments in India 
later in this chapter. 

Measures in relation to Man 

(a) Man as a victim of the disease — 

11. Treatment . — Here the primary need is to ensure adequate 
treatment. This involves a proper diagnosis where possible and a suffi- 
cient supply of the requisite drugs. While it may not be practicarble 
to have a microscope at every primary health centre, it should be 
possible to send blood-smear.® for examination, when necessary’ , to 
the nearest. 30-bed hospital and obtain a diagnosis without undue 
delay. During times of epidemics, how^ever, the primary need will 
be for the immediate distribution of antimalarial drugs. 

12. Quinine has for long been the drug of choice in the treatment 
of malaria. More recently, atebrin (or mepacrine as it is now' being 
called] has also come widely into use. After an extended study of 
the comparative values of quinine and atebrin for the treatment of 
the disease, the Malaria Commission of the League of Nations came 
to the conclusion in their fouidh report (1937) that, while atebrin was 
more effective against certain species of the parasite, quinine was 
more potent against others. In India, under the conditions arising 
out of the W’ar, many millions of tablets of mepacrine have been 
widely distributed among the general population for the mass treat- 
ment of malaria in view of a shortage in the supply of quinine. So 
far no untoward results have been definitely substantiated from this 
widespread use of the drug, though careful investigation in regard to 
the matter will no doubt have to be continued. Further, experience 
of the distribution of this drug to Allied fighting forces in the Trqpics 
under conditions, which preclude any degree of control over its use 
by the individual, ha^ also led to the conclusion that it can be used 
with safety for mass treatment. Recent investigations suggest that 
an even more effective synthetic product, paludrine is likely to come 
into use at an early date. In these circumstances, there is the 
possibility that synthetic products may, in due course, come to replace, 
to an appreciable extent, the use of quinine as the routine drug ior 
the treatment of malaria. 
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13. Other measures . — The use of quinine and mepacrine as- 
suppressive agents for preventing the development of malaria has 
been extensively tried among troops continuously exposed to infection 
in highly malarious areas. The consensus of opinion appears to be 
that quinine has but small value as a suppressive agent, the reasoix 
probably being that it is excreted quickly and does not, therefore* 
remain in sufficient concentration in the circulation. Mepacrine has. 
on the other hand, a much slower rate of excretion and has been 
found to be more effective than quinine when used for this purpose. 

The question of production of adequate quantities of quinine and 
of mepacrine for the needs of the country will be discussed later. 

14. Equally important is the question of affording protection to 
^ healthy person against the bite of an infected mo^^quito. The 
measures that are generally adopted include, in addition to the killing 
of adult mosquitoes, the use of mosquito repellents on exposed parts 
of the body and of mosquito nets and mosquito coils with pyrethriim 
as the base as well as the screening of houses so as to prevent the 
entry of the insect. These are all undoubtedly useful but, as 
measures for the general population in malarious places, they seem 
to be of limited practical application. 

15. (b) Man as a reservoir of infection . — The life of the parasite is 
passed partly in man and partly in the mosquito. In man it exists 
in two forms, namely, one which undergoes the asexual type of re- 
production during which the malarial attack is produced and the 
other, the male and female sexual elements, which, on ingestion by 
the mosquito, unite and by further development in that insect, give 
it the power of infecting man. Plasmoquine has been found to be- 
effective in killing these sexual forms w4en they circulate in man's 
blood. In these circumstances, a course of plasmoquine treatment,, 
following medication for curing an attack, should be advocated a*' 
tending to reduce the chance of infection being conveyed to mos- 
quitoes. 

Anti-malaria Organisations at the Centre and in the Provinces 

16. lu an article entitled “The public health aspect of malaria 
control” in the Indian Medical Gazette of December 1942, Major- 
General G. Coveil, I.M.S., Director, Malaria Institute of India* 
made the following observations: — 

“An essential preliminary to the successful control of malaria m 
India is the formation of an adequately staffed permanent malaria 
organisation in each province, the activities of which should be link- 
ed up with those of the central organisation of the Government of 
India.” 

17. We fully endorse this view^ One of the great defects of the 
anti-malaria campaign in India during the past 50 years was that it 
consisted of a series of spasmodic attempts to control the disease. 
This lack of continuity of effort, accompanied as it often was, by the 
employment of an organisation with insufficient staff and equipment, 
has been largely responsible for the inadequacy of the results 
achieved. As we have already said, it has been amply demonstrat- 
ed, during the present War, that, with adequate measures, even the 
highly malarious regions of the Tropics can be rendered compara- 
tively safe from this disease. Again we have pointed out, in our 
review of existing conditions, bow the malaria organisation, which 
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has been working in the Delhi urban area for the past seven or eight 
years, has shown that, under civil conditions also, a reasonably 
effective control of the incidence of the disease can be achieved pro- 
vided adequate funds are expended under the best available tech- 
nical advice. In these circumstances, we feel that there can be no 
excuse for Governments in this country not attempting to organise 
an effective campaign against the disease. Its wide prevalence, the 
cost involved and the existing inadequacy of trained personnel may 
result in this campaign being extended over perhaps many years. 
Even so, it is most important that a beginning should be made and, 
hi the following paragraphs, specific proposals are made towards this 
snd. 

18. Central Malaria Organisation . — The Malaria Institute of India 
is the central organisation for advising the Government of India on all 
matters relating to this disease as well as for assisting Provincial 
Governments with such technical advice as they may require. Its 
functions have been defined by the Director of Malaria Institute in 
the following terms: — 

*'1. To be fully informed upon all malaria problems. To advise 
Government on all issues relative to malaria in India. 

^‘2. To initiate enquiries and investigations on malaria. To carry 
out such inquiries as Government may for any reason require. To 
assist provincial organisations in the carrying out of such inquiries 
as may be undertaken by them, providing such assistance as desired 
and even, in certain cases when thought necessary, to lend officers 
temporarily from the staff to work under local government. 

To undertake systematic research in due course into all the 
basic facts underlying malaria transmission, prevalence and preven- 
tion, sue!) as the study of mosquitoes, systematic and bionomical, 
types of malaria parasites, transmission power of different species of 
Anopheles, mechanism of infection including the study of endemic 
and epidemic phenomena, etc. Gradually to complete and organise 
knowledge on these subjects and to arrange for the making of such 
knowledge available for practical application, or such other uses as 
may be desirable. 

“4. To carry out epidemiological investigatious -mapping of 
endemicity, study of hyperendemic and healthy areas, study of 
malaria sktistics on modern lines— and generally to elucidate the 
underlying principles of malaria prevalence in India. 

“5. To advise upon and assist in the carrying out of antimalaria 
measures. To study these scientifically and to judge and elucidate 
their results. 

‘T). To undertake clinical work on malaria, including treatment. 

To study serum reactions and allied aids to diagnosis and under- 
standing the disease. To study relapse problems, effects of new 
drugs, etc. 

‘‘7. To assist affiliated researches {e.g., kalaazar, filariasis, 
sandily fever, dengue, Stegomyia work) by identification of mate- 
rial, provision of trained staff and subordinate personnel. 

“8. To teach and train officers and others in practical malaria 
work. 

‘‘9 To publish scientific results, useful guides, bulletins, etc. 
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“10. To keep alive interest in malaria study and prevention and 
to see that such interest wherever present is nursed and aspsisted.** 

We are in full agreement with the Director that these should be 
the main functions of the Malaria Institute of India. 

The permanent establishment of the Institute consfists of a 
Director, an Assistant Director, an Entomologist, an Assistant to 
the Director, a Malaria Assistant and appropriate subordinate staff. 
The new posts of a Deputy Director, an Assistant Director and of 
certain subordinate staff, which were recently created as a temporary 
measure for the duration of the war, should be made permanent. In 
view of the large developments that are likely to take place in the 
activities of this malaria organisation the Central Health Depart- 
ment should bear in mind the importance of ensuring that it is ade- 
quately staffed. 

19. The provincial malaria organisation . — The general plan should 
be the creation of an organisation at the headquarters of each pro- 
vince and, in addition, a number of malaria control units to operate 
in malarious areas in the districts. The number of these units will 
obviously depend upon the size of the province and the extent and 
degree of the prevalence of malaria in it. As an illustration, wo 
may set out a plan for the province of Bengal. We think that about 
150 such units will eventually be required for that province, but 
a beginning may be made with ten. Others can be added as and 
when additional trained staff aTid funds become available. But it 
is essential that, even from the beginning, suitable transport should 
be provided for these control units in order to increase their mobility 
and effectiveness. 

In the larger provinces it will be necessary to provide regional 
organisations also in order to ensure that adequate supervision is 
exercised over the peripheral malaria control units. In the smaller 
provinces, however, such regional organisations may not be neces- 
sary. Here the Provincial Malaria Officers and their staff should 
be able to carry out, the necessary supervision. This Provincial 
Officer should have the status of an Assistant Director of Health 
Services, and the Regional Malaria Officers may be designated 
Deputy Malaria Officers. 


The complete organisation for a 

large province such 

as Bengal, 

may be developed on the following lines: — 

1 . Provincial Headquarters — 

Provincial Malaria Officer . 

. 

. 1 

. 1 

. 1 

A 

Entomologist .... 


Sanitary Engineer 

• • . . 

Ovorseera .... 

... 

Draftsnian 

• • 

• 4 

1 

Antimalaria Officer . 


. 1 

. 1 

«> 

Antimalaria Assistants 

* * * • 

Laboratory Assistants 

• • * • 

. 6 

Insect Collectors 

• 

. 8 

2. Deputy Malaria Officers 

■ • • • 

. 5 

3. Malaria Control Units — 

Antimalaria Assistant 


. 1 

. 2 

Laboratory Assistmits 


Malaria Supervisors . 


. 5 

Fitter Mistri . • . . 

. 

. 1 

. 25 

Field Woi hoi's . . . 

•«» 

• • • . - 
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Antimalarial fieldworkers are semi-skilled labourers and should 
not be considered as coolies. 

Lists of suitable equipment for the malaria organisation at the 
provincial headquarters and for the malaria control units are given 
in Appendix 14 of Volume III of the report. 

These estimates of the malaria organisation desirable for a pro- 
vince such as Bengal, including stafi and equipment, were prepared 
for us by the Director of the Malaria Institute of India. He has 
suggested the following approximate number of malaria control units 
for the different provinces. 



No. of 


No. of 


control 


control 


units 


units 

Madras 

. 100 

N, W. F. Province 

, 30 

Bombay . 

. 60 

Sind 

. 60 

Bengal 

. 150 

Ajmer-Merwara 

. 5 

United Provinces 

. 150 

Baluchistan 

. 30 

Punjab * 

. 60 

Delhi Province • 

. 2 

Bihar 

100 I 

Coorg 

. 5 

Orissa 

. 50 i 



Central Provinces 

and i 


982 

Berar • 

. 100 


Assam 

. 80 1 


— - 

He has stated that 

, in calculating thcvse requirements 

, he took 


into account such factors, in respect of each province, as the area, 
population, number of districts, number of villages and the degree 
of prevalence of malaria as indicated by (a) statistics of malaria 
mortality and (b) the percentage of fever cases on total cases treated 
at hospitals and dispensaries. 

20. In our view, the most essential requirements are adequately 
trained personnel in sufficient numbers and the drugs, appliances 
and other equipment for carrying on effectively the campaign 
against the disease. We would, as a general rule, deprecate the 
spending of large sums on the erection of elaborate buildings in the 
early stages of our programme for, we believe that such money as 
is likely to be available can, at the beginning, be much more 
^effectively used on staff and antimalarial measures. 

21. We once again feel it necessary to stress the inestimable value 
of good rural communications in increasing the effectiveness of all 
health and other workers employed on nation building tasks in such 
areas. 

22. For details regarding the staff required for such an organisa- 
tion reference may be made to Appendix 14. The total expenditure 
involved in the development of malaria organisations in the Provinces 
and at the Centre, on the lines suggested by us, during the first five 
and the second five years of our short-term progriumne will be as 


wnder: — 






Non-recurring 

Kecurdng 



Expenditure 

expenditure 



"akhs 

croros 

First five years 

. 

917 

2 52 

Second five years • 

• 

. 11-10 

3-85 


These estimates have beeri made on the assumption that, during 
first five years of the programme, the average number of malaria 
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•t5ontrol units which will be established in individual Governors* 
Provinces will be 10 and that, during the next five years, fifteen 
more such units will be added in each province. For each of the 
Centrally Administered Areas the corresponding number of units 
proposed is five for each quinquennium. 

Provision for the Hospitalisation of Malaria Patients 

23. When our short-term programme for the first ten years has 
been completed, provision for hospital accommodation for all classes 
of patients for the country, as a whole, should consist of (1) 30-bed 
hospitals for every group of two primary units, (2) 216 hospitals 
with 200 beds each and (3) 139 hospitals with a bed strength of 500 
each in addition to the existing hospitals. While in the small 30- 
bed hospitals it will be difficult to allocate special beds for malaria, 
we have recommended the reservation of 10 and 25 beds respectively 
for this disease in the 200 and 500-bed hospitals. Thus the number 
of beds available for the treatment of malaria will be, at the end of 
the ten year period, a little over 5,600. 

24. By the time our long-term programme is reached sTich provi- 
>Bion for malaria should have increased to the extent shown below: — 

Primary unit Secondary unit District headquarter 

hospitals hospitals hospitals lotai 

112,600 6,250 2,500 121,2.50^ 

The number of primary units, by the time this stage is reached, 
is likely to be in the neighbourhood of 18,500 to 19,000. Each 
primary unit hospital will provide six beds for this disease, and in 
view of the wide distribution of these units, provision for hospitalis- 
ing such patients will be spread throughout the country. In addition 
10 and 20 beds, respectively, have been provided for malaria patients 
ill the hospitals located at the headquarters of secondary units, which 
will generally correspond to the headquarters of a sub-division, and 
at the district headquarters respectively. 

We trust, however, that before this stage is reached, effective 
and persistent anti-malarial measures will have resulted in mate- 
rially reducing the need for hospital treatment for sufferers from 
malaria. 

The Training of Malaria Personnel 

25. It is anticipated that a certain proportion of tlie trained 
personnel of the anti-malaria organisation at present employed in Mie 
Army will become available for the development of the civil malaria 
establishments in the provinces after demobilisation. Never- 
theless, in the immediate post-war period it will be necessary to 
trsun a large number of medical officers in order to fill such posts 
as those of the Provincial and Deputy Malaria Officers, Officers in 
charge of control units. Entomologists and Malaria Engineers. We 
recommend that the training of these types of personnel should, in 
the immediate post-war period, be carried out in the Malaria Insti- 
tute of India. It seems to us es’sential that the development of 

• anti-malaria activities in the provinces should be promoted on fairly 
uniform lines and that the training of these higher types of malaria 
personnel should, therefore, be carried out at the Malaria Institute 
of India for some time to come. 

26. On the other hand, the training of overseers, technicians and 
inspectors or supervisors can be carried out by the Provincial M*\laria 
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Organisations in those provinces which have well-developed malaria^ 
establishments, namely, Bombay, Madras, the United Provinces, 
Bengal and Assam. Until the remaining provinces develop similar ^ 
organisations the requirements of the Punjab, the N. W. F. Province 
and Sind can be met by making provision for the training, every year^. 
of a certain number of these types of personnel at the Malaria Insti- 
tute of India, Delhi. Other provinces can perhaps secure similar 
facilities by negotiation with the neighbouring provinces where tho 
training of such malaria workers will be developed to meet their own> 
requirements. 

27. It will be seen that the training facilities to be provided at 
the main Institute at Delhi will thus be considerable. These training 
functions will necessitate the strengthening of the staff of the 
Institute beyond the additions suggested by us earlier in thii^^^ 
chapter. We recommend that the Central Health Department 
should take immediate steps to investigate and determine what 
further strengthening of the establishment will be necessary in order 
|o provide the training facilities the post-war health programme will 
require. . 

We think that the officers of the anti-malaria organisation im-. 
the provinces should be able to train locally types o£ workers such 
as laboratory assistants and attendants, insect collectors, etc. 

28. We wish to make it clear that these recommendations of ours 
for concentrating the training of the higher types of malaria^ 
personnel at Delhi are of a purely temporary nature. When the anti- 
malaria organisations in the provinces become fully developed the pro- 
vision of training facilities for all types of malaria workers should,, 
m our view, bo the responsibility of Provincial Governmenis. We 
have suggested, later in this chapter, the creation of Chairs of Malario- 
logy in selected medical colleges in order to provide facilities for 
undergraduate and postgraduate training in the subject as well as lot 
stimulating research. Thus the provinces should, in due course, 
develop facilities for the highest type of training that may be requir- 
ed in Malariology. 

Quinine and other Drugs for the treatment of Malaria 

29. We have already referred to the use of quinine and mepacrine^ 
for the treatment of malaria. It is possible that other drugs of greater- 
therapeutic value may also be discovered as the result of scientific 
research. It is, therefore, not easy to estimate accurately whaf^ 
levels of production in India should be recommended for the 
immediate future in respect of quinine and mepacrine, in order to* 
ensure that proper treatment facilities are made available to a sub- 
stantial proportion of the sufferers from malaria. All of us are,, 
however, agreed that it should be the responsibility of Governments,. 
Central and Provincial, to take, In mutual consultation, such steps* 
as are necessary to ensure the production in India of antimalaria* 
drugs in sufficient quantities to meet the requirements of the country 
within the shortest possible period. We are equally agreed that the 
cojmtry should not again be placed at the mercy of a private mono- 
poly which can control, to its own advantage, the price of these* 
drugs which are essential for the maintenance of the health of tKe 
people. Whether, in making adequate provision for these drugs, 
Governments should themselves undertake extensive programmes of' 
production or whether private enterprise can be relied on to supply* 

152 



MALARIA 


the needs of the country through any system of guarantees or buIik 
sidles from the State, are matters on which we are unable to exp^ress 
an opinion with the information at our disposal. We can only lay^ 
down three general propositions: — 

1. the prices at which anti -malaria drugs are made available 

to the people should be sufficiently low to enable the^ 
poorest classes to obtain them in adequate amounts for 
the e£^ectiye treatment of the disease; 

2. these drugs, in whatever provinces they may be produced, 

should be made available, on an equitable basis and on.* 
reasonable terms, for the needs of all parts of the> 
country and 

3. no delay should be allowed to occur in developing their* 

production. 

We shall first consider the production of quinine. 

30. (a) Quinine . — If Colonel iSinton’s estimate that at least one 
hundred million individuals suffer from the disease every year be 
taken as the basis of calculation, it does not seem unreasonable to 
assume that there will be at least 120 to 150 million cases to be 
treated annually in view of the fact that more than one attack is not- 
an uncommon feature of the disease. The Malaria Commission has 
recommended 75 grains of quinine as the minimum quantity neces- 
sary for the treatment of a case. On this basis the amount of 
quinine required will bo in the neighbourhood of 1*3 to 1*6 million 
pounds per year. If quinine is to be relied ilpon as the sole drug for 
the treatment of malaria our objective should be an annual produc- 
tion of it to the extent of about 1*5 million pounds from cinchona- 
bark produced in the country. Some of us hold the view that this 
should be the definite objective which Governments should place 
before themselves and that every endeavour should be made to attain 
it within the shortest period that may be practicable. Others feel 
that the experience gained during the War with the large scale use 
of mepacrine in the treatment and prevention of malaria in highly 
endemic areas, makes it necessary to take into account the possi- 
bility of this drug replacing quinine to a greater or less extent in. 
the treatment of the disease and that it would, in the circumstances, 
be safer to start with a more limited objective ih regard to the pro- 
duction of quinine. The average annual consumption of quinin# 
in India in the pre-war period was 210,000 lbs. and, of this amount, 
about a third was produced in India, a part of such production 
being, we believe, from bark imported from Java. As a practical 
objective for realisation as early .as possible those of us who hold 
this vjew recommend the raising of quinine production to tHe« 
pre-war level of consumption in India, namely, about 210,000 lbs., 
from indigenous bark alone. A cinchona plant begins <o yield bark 
generally from the fifth year of its life, the period of high product- 
ivity being from the fifth to the ninth year. After the twelfth year 
its yield gradually decreases. In these circumstances the raising of 
the annual production of quinine even to the 210,000 lbs. mark from 
bark produced in the country wnll take some years. In the meantime 
the possibility of synthetic drugs displacing quinine, whollv or in 
part, in the treatment of malaria may well be settled. This is a 
question of considerable importance which should be decided before^ 
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embarking on too ambitious a programme of quinine production. 
Such a programme is certain to involve heavy financial commitments 
which would not be justified if it became possible to produce cheaper 
and equally effective synthetic substitutes. 

31. We, as a committee, would prefer to leave to the Goveriimeiits 
in the country the responsibility for deciding whether private enter- 
prise should or should not be associated with the production of quinine 
and of other anti-malaria drugs. If it is decided that such association 
is desirable it would be for Governments to determine the conditions 
under which private agencies should participate in production. One 
of us (Sir Frederick James), however, desires to see that private 
agencies are given the fullest opportunity to take part in quinine 
production with technical advice and a price guarantee provided by 
the State. We attach our colleague’s note on the subject. We 
fully support his suggestion that research into the agricultural and 
manufacturing aspects of the quinine industry should be a govern- 
mental responsibility and that two experimental stations should be 
established to serve North and South India respectively. 

82. (b) Mepacrme . — The pre-war annual consumption figure of 

210.000 lbs. of quinine will provide treatment, at the rate of 75 
grains per patient, for about 19*6 or nearly 20 million cases of 
malaria. If, as an immediate objective, we accept the provision of 
adequate anti-malaria drugs for the treatment of 50 million cases 
annually, then sufficient mepacrine will have to be produced to meet 
the requirements of 30 rnillion patients. The minimum quantity of 
this drug for a complete course for a patient is 1*5 grammes or 15 
tablets of 0«1 gramme each. The manufacture of 450 million tablets 
of mepacrine a year in India should, therefore, be the immediate 
objective. 

33. Pyre thrum and D. D. T . — The main sources of pyre thrum, 
before the War, were Kenya and Japan but the cultivation of the 
plant has been successfully undertaken in various parts of India, 
including Kashmir, the Punjab Hills, the U. P., Central Provinces, 
Madras and Orissa. It has been shown that the yield of the active 
principle from the plants, grown in many parts of India, compares 
favourably with the flowers obtained from Kenya. In these circum- 
stances, it may be reasonably expected that, in the course of some 
years, there will be an ample supply of pyrethrum grown in this 
country to meet all local demands. The Director, Malaria Institute 
of India has estimated that, in order to make the country self-suffi- 
cient, pyrethrum cultivation will have to be extended to about 

120.000 acres so as to produce annually about 15,000 short tons 
'(2,000 lbs. a ton) of pyrethrum flowers. This estimate makes allow- 
ance for a sixth of the total area under cutlivation lying fallow each 
year. 

^ 34. As an insecticide the relationship of D. D. T. to pyrethrum 

IS somewhat similar to that of mepacrine to quinine in the treatment 
of malaria. There is the possibility, in both cases, of the synthetic 
substance replacing, to a greater or less extent, the use of the other. 
It may, however, be pointed out that the indiscriminate use of 
D. D. T. has been shown to result in the destruction of certain types 
of beneficial insects. It is quite likely that, in due course, adequate 
♦safeguards will be discovered and introduced in order to prevent 
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these detrimental effects. There is also the possibility that insecti- 
cides more potent than D. D. T. may be produced and brought into 
use. While recognising that these possibilities should be given due 
weight, we think that the cultivation of pyrethrum in India should 
be developed until .the use of D. D. T. has become established. Even 
.when this stage is reached, the production of a certain amount of 
pyrethrum will still be necessary, if as has been suggested a combi- 
nation of D. D. T. and pyrethrum is more effective than either of 
them alone. Another reason which has prompted us to advocate the 
continuance of its cultivation is that at short notice, it can, if neces- 
sary, be given up and replaced by other crops. Here again the steps 
required to foster the increased growth of pyrethrum must be decided 
by Governments after a full examination of the relevant factors. 

We can only stress the necessity for a largely increased supply of 
pyrethrum flowers at a reasonable price and the duty of Governmients 
in India to take immediate steps to ensure production on a scale suffi- 
cient for the needs of the country. , 

35. Clinical research in malaria . — While one line of attack on the 
malaria problem is through the control of the carrier types of mos- 
quitoes, another should be directed towards the elimination of the 
reservoirs of infection. As relapses are quite common in malaria, a 
person who suffers from an attack of the disease continues, in - an 
appreciable percentage of cases, to harbour the parasite for a varying 
length of time. The complete destruction of all the parasites in such 
persons should form an important part of an anti-malarial campaign. 
One of the limitations of all anti-malarial drugs so far available 
(including quinine, mepacrine and plasnioquine) is that they help 
to kill only such of the parasites as are present in the circulating 
blood of the patient while those which are harboured in the spleen 
and other internal organs escape. The achievements of chemother- 
apy have, during recent years, been so brilliant that it is quite 
conceivable that a drug may be discovered with power to kill the 
parasite not only in the circulating blood but also in those internal 
organs in which it finds refuge. Any such drug when discovered and 
tested in the laboratory can be considered to be effective only by a 
reasonably large field trial on human beings. We feel that there is 
need for the active promotion of combined biochemical and clinical 
research aiming at the evolution of a suitable drug which will help 
not only to cure the patient for the time being, but also to destroy 
the parasites in him completely. 

36. We consider the promotion of active research in malaria to be 
of fundamental importance in this country. The creation of Chairs 
of Malariology in selected medical colleges is a highly desirable step 
in this connection. These professorships would serve a double pur- 
pose, namely, the fostering of research in malaria and the provision 
of adequate facilities for undergraduate and postgraduate training in 
the subject. 

37. Legislation . — The effective enforcement of anti-mosquito mea- 
sures requires suitable legislation and we have given, as appendices 
15, 16 and 17 respectively, the Model Mosquito Ordinance of the 
United States Public Health Service, the Straits Settlements Des- 
truction of Mosquitoes Ordinance No. 174 and those sections of the 
Bombay City Municipal Act which deal with anti-mosquito mea- 
sures, in order that they may be examined by the different health 
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authorities in the country with a view to seeing how far they may be 
followed as models. 

Certain Suggestions by Sir Frederick James, O.B.E., M.L.A., lor 

increasing Quinine Production 

38. (1) Before deciding on the method of increasing the produc- 
tion of cinchona bark in India it would be well to study the produc- 
tion methods in the Netherlands East Indies which, before the W^, 
supplied over 90 per cent, of the world’s quinine. Their dominating 
position has been achieved through a combination of Government and 
private efforts and the systematic way in which the industry has 
been organised. 

(2) Nine-tenths of the cinchona produced in the N. E. Indies 
comes from private plantations, but the improved types of cinchona 
and the improved methods of cultivation and propagation are 
derived from the work carried out at the Government cinchona 
plantations. Judged by ordinary standards of commercial account- 
ancy the production of cinchona on private estates will always^ be 
cheaper than on Government estates. If, therefore, the aim is to 
produce quinine at as reasonable a cost as possible, eyery^ attempt 
should be made to persuade planters to take up its cultivation. 

(3) A Central Cinchona Bureau for India similar to the Kina 
Bureau of the Netherland East Indies should he established. Such 
a Bureau might well have two experimental stations, one situated 
in the North and the other situated in the South with plantations 
attached. If such a Bureau were placed under the Imperial Council 
of Agricultural Eesearch, and private planters were associated with 
it, India would have taken the first step towards raising cheap cin- 
chona, for the only bark which is really cheap is the bark of the high 
yielding types. 

(4) The main work on both these experimental stations would be 
the study of plant breeding, vegetative propagation, cultivation, 
manuring and the regeneration of plantations, which had already* 
finished one cycle of cinchona growing. 

(5) One of the reasons why cinchona production has been so back- 
ward in India is its provincialization in Madras and Bengal, the lack 
of an all-India policy, and the failure of the Governments concerned 
either to associate experienced planters with the development of their 
stations or to encourage private enterprise. 

(6) On page 153 there are two general propositions: — 

(a) ‘That the prices at which anti-malaria drugs, including 
quinine, are made available to the people should be sufficiently low 
to enable the poorest classes to obtain them in adequate amounts for 
the effective treatment of the disease*. This will involve a certain 
amount of price control and, in the event of private plantations being 
encouraged, profit control also. But the planting of cinchona is a 
risky enterprise and if profits are to be controlled in order to ensure 
that the price of quinine is kept at a reasonably low level, then a 
guaranteed offtake at a fixed price is the only inducement which will 
encourage private enterprise. The world price of cinchona has fluc- 
tuated around Es. 20 per lb. and the experience of the Netherland 
East Indies has shown that a reasonably profitable industry can be 
a sound basis for a normal and ponstant production. This should be 
recognised by those who wish to see quinine provided at a cheap 
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price, for it can only be achieved if economy is efEected in jbhe costa 
of production and distribution by efficient management, or funds are 
provided from public revenues to meet the loss mcurred by inefficieni 
production. Costs of production can be reduced by scientific re- 
search and efficient organisation, and of this, industry is well aware. 

(b) That no delay should be allowed to occur in starting new 
plantations on an adequate scale. If a Central Cinchona Bureau is 
established, it should be fairly simple to plan production with a view 
both to ensuring supplies of bark to existing factories and where new 
areas are being opened up for the maintenance of other factories in 
full production. 

Government stations should also assist by raising plants of good 
-quality for sale to private growers. Sales would be partly adjusted 
to the cinchona which they desired to establish in any areas. 

The cinchona industry should be essentially an all-India concern, 
but at present it is provincial and dealt with by two provincial 
Governments. If the price guarantee is agreed to by the Central 
Government, then it could be made conditional on a certain amount 
of control over policy, both of extensions and scientific research. If 
the Madras and the Bengal Governments are not prepared to asso- 
ciate the Imperial Council of Agricultural Bcsearch with the plan- 
ning of the work at their stations, then the Central Government 
should establish its own research station in Coorg which is a centrally 
administered area and is suitable for plantation of cinchona. 

2. TUBERCULOSIS 

Introduction 

1. Dr. P. V. Benjamin, Medical Superintendent, Union Mission 
Tuberculosis Sanatorium, Arogyavaram, South India, has estimated 
that the average annual number of deaths from tuberculosis in 
India is in the neighbourhood of 500,000 and that about 2-5 million 
open cases of tuberculosis exist in the country These patients are 
continually disseminating infection among those with whom they 
come in contact. If these estimates can be accepted as reasonably 
correot, they provide some measure of the magnitude of the problem 
that faces the country. 

2. While no surveys of sufficient magnitude have yet been under- 
taken to map out the distribution and intensity of tuberculosis in- 
fection in the country as a whole, the information available suggests 
that, broadly speaking, the incidence of the disease is higher in urban 
and industrialised areas than in rural regions. There is also reason 
to believe that, owing to the migration of labour population between 
industrial and rural areas and the increased facilities for road and rail 
transport that have been developing during the past, the tendency 
has been for tuberculosis to spread to the countryside. Certain 
social customs, such as purdah and early marriage, which often 
promotes a rapid succession of confinements, are favourable to Ihe 
spread of the disease while such factors as malnutrition and urider- 
nutrition, insanitary and overcrowded housing conditions, also con- 
tribute their share to the dissemination of infection. 

3. Existing facilities for an effective campaign against the disease 
^-re altogether meagre. With about 2*6 million infective tuberculo- 
sis patients in the country the total number of beds available for 
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ifiolation and treatment is in the neighbourhood of 6,000. The num- 
ber of doctors with sufficient experience of tuberculosis work to 
qualify them for posts in tuberculosis institutions does not probably 
exceed 70 or 80, while those who have had a short course of four 
weeks in the subject may number about 260 or 300. Fully trained 
tuberculosis health visitors are in ail probability only about 100. 
These figures help to indicate the immensity of the task that has to 
be accomplished before satisfactory control can be established over 
the disease. 

4. The attack on the disease should be launched snnuitaneously in 
two directions, namely, (1) towards an improvement of the socio- 
economic condition so as to provide for the people a higher standard 
of living, including better housing, adequate nutrition and sanitation 
of the environment in and around their homes, their workplaces and 
places of public resort, and (2) towards an effective control of the 
spread of infection from patients to those who are healthy. The 
importance of measures to improve living condition has been 
amply demonstrated in other countries where, even before anti- 
tutierculosis measures were instituted, the mortality from the 
disease began to fall as the result of a rise in the general standard of 
living. While such measures are no doubt important, a direct attack 
on the reservoirs of infection is equally necessary. Without it any 
marked fall in the incidence of the disease cannot be expected. The 
amelioration of social conditions, including an improvement of hous- 
ing and a raising of the standard of nutrition, goes beyond our field 
of enquiry, although we have refen’ed, in appropriate places, to the 
necessity for sustained Stale action towards 'the achievement of 
definite results in these directions. We shall, therefore, devote our- 
selves here to the question of controlling the incidence of the 
disease through measures directed towards restricting the spread of 
infection. 

Control of the Spread of Tuberculosis Infection 

5. The measures which we consider necessary are brifilv indicaTed 
below: — 

(1) Isolation of infective patients and the provision of adequate 
treatment for them in order to make thenn non -infective. 

(2) In the homes of such patients some of their co-residents may 
also be suffering from the disease without their being recognised as 
patients. Tuberculosis often starts in an insidious way and many 
patients have been known to go on working until a serious breakdown 
in health takes place. Therefore, the contacts of all infective 
patients require examination and, if there be continued exposure to 
infection, there should be provision for their periodical examination. 

(3) Patients, who become non-inf ective by treatment may, if 
they return to normal life and its strenuous duties, suffer a relapse 
and become infective again. The provision of a more sheltered 
with facilities for employment suited to their state of health, under 
adequate medical supervision, constitutes a further important step in 
the organisation of anti-tuberculosis measures. In this connection, 
the establishment of after-care colonies in association with every 
large tuberculosis hospital is ,a proposal which we shall consider later 
in this chapter. 
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(4) A certain proportion of the patients is generally so advanced, 
as to make recovery 4)ractically impossible in spite of the best 
medical attention. For such patients what is required is that the 
hnal release from pain and suffering should be made easy to the 
utmost possible extent and homes for incurables should form a part 
of the anti-tuberculosis organisation. 

(5) A comprehensive scheme of anti-tuberculosis activity cannot 
be carried out without the provision of adequate numbers of trained 
health personnel of the different categories that are necessary. 
Therefore? certain proposals for the short-term programme in con- 
nection with the provision of the required training facilities and the 
creation of a tuberculosis service will be referred to briefly here. 

(>. The measures under (1) and (2j above may be considered to- 
gether. Isolation and treatment of infective patients are best 
carried out in tuberculosis hospitals and sanatoria. In the more 
advanced countries the provision for tuberculosis beds varies between 
the rates of one and three beds per tuberculosis death in the com- 
munity. On these ratios India will require somewhere between half 
to 1*5 million tuberculosis beds, if Dr. Benjamin’s estimate of 
600,000^ annual deaths from this disease is to be made the basis of 
calculation, while,* as has already been pointed out, existing provi- 
sion is in the neighbourhood of 6,000 for the country as a whole. 
While promoting the establishment and maintenance of tuberculosis, 
hospitals as far as possible, it is clear that our approach to the 
solution of the problems of isolation and treatment will have to be on 
a much broader basis. The number of open cases requiring isolation 
will be in the neighbourhood of 2*5 to 3 millions. Presumably, it 
will be impossible to expand hospital accommodation, within any 
reasonable length of time, to provide for all these patients. The 
most satisfactory method, therefore, of providing for the segregation 
of a reasonable proportion of the infective patients seems to be 
through the simultaneous development of a scheme for the isolation 
and treatment of patients in their own homes on as large a scale as 
possible. We, therefore, place an organised domiciliary service in 
the forefront of our tuberculosis programme. We recognise that, 
under existing conditions, there are numerous difficulties in the way 
of establishing such a service. We shall discuss these later when we 
deal with organised home treatment in greater* detail. 

A Comprehensiva Tuberculosis Service 

7. In order to provide a comprehensive and integrated service the 
tuberculosis organisation should include (1) a domiciliary service (2) 
clinics (3) hospitals (4) aftercare colonies (5) homes for incurables 
and, in addition, (6) certain ancillary welfare services. 

8. A homo isolation and treatment service. — Tn the vast majority 
of cases the spread of the disease is by an open case infecting, through 
coughing and spitting, persons who are in relatively close contact. 
Children and young adults are particularly liable to infection. 
Certain simple precautions, if conscientiously carried out by the 
patient, will suffice to make him comparatively harmless to those 
with whom he lives. He must live in a separate room, have his own 
towels, crockery and other articles for personal use, protect his mouth 
with a handkerchief or a piece of cloth soaked in a suitable disin- 
fectant when he coughs, spit into a small bottle or paper spittoon 
containing the disinfectant and, in general, observe the rule thai^ 
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-neither by coughing nor by spitting does he spi:ead infection to others^ 
The paper spittoon may be burnt with its contents while the cloth 
or the bottle may be sterilised *by boiling. Such simple precautions 
should go a long way towards controlling the spread of infection. Iii 
these circumstances, if suitable accommodation is available in the 
.patient’s house for his isolation, the question of treating* him there 
jrith proper safeguards against the spread of infection should present 
.no serious difficulty. The existence of adequate facilities for isola- 
tion is important and this matter will be discussed presently. 

9. We have already referred to a scheme for organised home treat- 
ment in Delhi in our review of tuberculosis in volume I of this 
report. The limited success which has been attained is due to (1) 
certain difficulties arising out of the war (2) the extremely unsatis- 
factory housing of the poorer sections of the community and (3) the 
•inadequacy of the funds made available for the scheme. 

10. The question of housing seems to present the greatest difficulty 
in respect of tuberculosis patients of the poorer classes,^ who live in 
^single room tenements where isolation is impossible. It seems essen- 
tial, as has been pointed out in the chapter ^on liousing, tljat post- 
war plans for improved housing for the^peopfe shb\ilff take info' c6fl- 
sideration the fact that, in a country like India where a high inci- 
dence of morbidity from communicable diseases exists, domiciliary 
service must play an important part in the provision of adequate 
•health care. Apart from tuberculosis many infective conditions, 
particularly those affecting children, will have to be treated in the 
majority of cases in the home and the provision of a room where 
suitable isolation can be practised seems, therefore, to be essential. 
We recommend that, as a part of the anti-tuberculosis campaign, 
local health authorities should make themselves responsible for the 
construction and maintenance of a number of suitable dw^ellings into 
which the patient and members of his family can be removed. As 
has already been pointed out, the problem is most acute among the 
dwellers of one-room tenements. They will, on removal, have to be 
provided with accommodation free of charge. It must be remembered 
that housing implies certain social amenities such ns contact wdth 
neighbours and friends and, when families are required to move away 
from their existing tenements, they are hardly likely to accept the 
offer unless free quarters are offered to them. 

11. The Tuberculosis Clinic,— This institution is an essential link 
in the chain of organisations for the campaign against tuberculosis. It 
performs preventive and curative functions of great importance. 
The treatment facilities it offers will help to cure a certain number 
of patients while the more advanced cases will be sent for treat- 
ment in hospital. The clinic is the centre on which the domiciliary 
treatment service for tuberculosis will be based. On the preventive 
side, the public health nurses working in association with the clinic 
will participate in the organised home treatment programme, advise 
patients on the carrying out of effective isolation, persuade ^ their 
contacts to attend the clinic for examination and early detection of 
the disease, if present, and, in general, help to promote the welfare 
of patients and their families by establishing contact between them 
and voluntary organisations interested in welfare work. ^ On the 
curative side, such of the patients as can undertake periodical visits 
to the clinic without aggravating their condition will receive medical 
attention at the clinic. Those, whose condition is too advanced for 

160 



TUBEBCULOSIS 


vattendaiice at the clinic, will receive domiciliary treatment from its 
medical staff. The nurse will be present on such Qccasions and, in 
the intervals between visits by the ^doctor, will carry out such 
measures as may be prescribed by him. > 

Thus the clinic wUl form the centre from which both curative and 
preventive work in tuberculosis will spread into the homes of the 
people. 

12. Tuberculosis hospitals . — The more advanced cases, which the 
clinic cannot deal with adequately, as well as those patients for 
whom isolation at home is not possible should find admission into 
tuberculosis hospitals. In view of the difficulty of finding accommo- 
•dation for even an insignificant fraction of tnose requiring institu- 
<tional treatment, it is suggested that only suclf patients as are 
likely to benefit thereby should be admitted into hospitals. For the 
incurables we suggest separate provision later. 

As has already been pointed out, the provision of sufficient hospi- 
tal accommodation to meet the requirements of the country is bound 
to take many years and, in the meantime, the organisation of a 
domiciliary treatment service, with such facilities as can be made 
available, appears to offer a practical line of advance in the control 
of the disease. 

13. After-care, of patients . — In a considerable proportion of cases, 
tuberculosis patients do not completely recover their previous health 
and, after they return from the hospital to the adverse home' and 
working environments, which were responsible for the onset of 
the disease, relapse may take place. It is, therefore, essential that 
less strenuous working conditions and a more hygienic home environ- 
ment should be provided for him. In such circumstances, the 
patient can continue to work and earn something towards his main- 
tenance. Apart from this economic benefit, employment enables him 
to take his mind off his physical condition as well as to develop a 
sense of self-respect and remove the feeling that he is helpless and at 
the mercy of others. The physical exertion associated with his em- 
ployment, provided it is regulated by proper medical supervision, is 
calculated to have a beneficial effect on his health. To meet these 
requirements we recommend that after-care colonies should be estab- 
lished in close association with every tuberculosis hospital that will 
be developed under our scheme. 

14. Homes for incurables . — As has already been pointed out, the 
need here is for the provision of such care as will make the final 
phase of sickness reasonably comfortable for the patients. The 
homes that we suggest for such persons need not be built, equipped 
and maintained on a scale suitable for hospitals. There must, how- 
ever, be provision for some measure of medical and nursing care. 
Wo recommend that Governments should undertake the respons- 
ibility for building and equipping such institutions. Their mainten- 
ance can, it is believed, be suitably entrusted to philanthropic or 
religious organisations interested in social welfare, Governments 
undertaking to meet a substantial part of the expenditure through 
generous grants. 

Provision during Long and Short-term Programmes 

15. We shall now indicate briefly the provision, we have recom- 
uiended in our short and long-term programmes, for anti-tuberculosis 
"^ork, including the creation of training facilities for doctors and 
^her personnel. 
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Institutional service — 

The first five-yew period: 

(1) The establishment of a 200-bed 'tubercnloais hospital for 

each unit of 10 million population; 

(2) The establishment of a large clinic (to be designated the^ 

‘‘Main Clinic**), with facilities for the training of 
medical and non-medical tuberculosis personnel, at each* 
of the places where the 200-bed hospital will be created. 

On the assumption that the population of British India will- 
be about 330 millions by the time the first five years of 
the piDgramme will be completed, the number of 
hospitals and main clinics required will be 33 each. 

(3) The establishment of clinics of a smaller type at the head- 

quarters of each district in British India. The total 
number required, after deducting the 33 main clinics, 
will be 183. 

Second five-year period : 

(1) 33 more 200-bed hospitals; 

(2) 33 more main clinics at the same places where the new 

hospitals will be located and 

(3) 183 more district clinics. 

The clinics and hospitals can serve only limited areas aroimd the 
places where they arc located. Even so, in these limited areas a 
domiciliary tuberculosis service should be organised in association 
with each clinic. A certain number of suitable cases will be sent by 
the clinic to the nearest tuberculosis hospital for more satisfactory 
treatment than can be provided locally. 

We have not indicated where and in what numbers homes for 
incurables should be established. We have only thrown out the 
suggestion and would leave the matter for suitable action by the 
health authorities concerned. 

While these proposals of ours are undoubtedly an advance on the 
existing state of affairs and will bring some measure of relief to 
limited sections of the population, the need exists for extending, 
as far as possible, such aid to the vast population of the rural areas 
also. The problem is by no means easy of solution. We may, 
however, put forward certain suggestions for consideration. 

16. Travelling tuberculosis units . — The tuberculosis organisation 
outlined above provides for peripheral units only at the headquarters 
of districts. One way of extending the activity of this organisation 
is by providing travelling tuberculosis units based on the district 
clinics and working as far into the rural areas as possible. These 
units will be motor vehicles so equipped with all the necessary drugs 
and appliances, including provision for X-ray examination of patients, 
as to enable them to carry diagnostic and treatment facilities of a 
reasonably high order to the areas served by them. The medical 
bfficer in charge should have had special training in the subject and 
should be assisted by suitable subordinate staff. 

17. In our health development scheme, we have recommended the 
establishment of a 30-bed hospital for groups of four primary units 
and of a dispensary at the headquarters of each primary unit. ITi® 
medical officers in charge of "these institutions will, while carrying 
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out medical relief, come across numerous frank and suspicious cases 
of tuberculosis. In order to help them in the diagnosis and treatment 
of such patients the travelling unit should, as a routine measure, 
visit these institutions at stated intervals. The two medical officers 
in charge of the primary unit and the four public health nurses will, 
apart from the medical relief given at the dispensary, carry curative 
and preventive care, as far as it lies in their power, into the homes 
of the people. In doing so, *ihey will come across and deal with a 
certain number of tuberculosis patients. With the help of the ambu- 
lances that are available cases requiring the specialised skill of the 
doctor in charge of the travelling unit can be brought to the primary 
unit headquarters for examination and suitable advice. The exami- 
nation of suspected cases among the contacts of such patients can 
also be undertaken by the unit. Thus the special facilities necessary 
for dealing with the disease can be eMended into the rural areas also 
even during the short-term programme. 

18. We anticipate that the need for a sufficient number of workers 
with special training in tuberculosis will probably postpone the 
inauguration of the travelling unit system to tlie beginning of the 
second five year term. We are advised that, if these travelling units 
are to give adequate S(‘rvice, tliey should be able to pay at least three 
or four visits per month to the headquarters of each ])rirnary unit) 
and the places where the 30-bed hospitals are located. By the end of 
the first five years the number of primary units included in a second- 
ary unit is likely to be 10 and, during each of the succeeding five 
years there is likely to be an addition of three primary units. At the 
end of the first 10 years of our programme the number of primary 
units in each district will probably be 25. The proposed minimum of 
at least three visits by a travelling tuberculosis unit to each ])lace in a 
month will necessitate about 35 to 40 such visits a month during 
the sixth year of the programme and about 70 to 80 visits during 
the 10th year if the whole area under our scheme in each district is 
to be properly served. Such travelling units required for each district 
will probably be two in the sixth year and four in the tenth year, 
cn the assumption that, with the time taken for loiirneys and fo'* 
work at the institutions to be served, the number of visits will pro- 
bably be about 20 per month. Inadequacy of trained personnel and 
insuffieieney of funds will, in all probability, make it difficult to 
provide, during the short-term programme, the number of travelling 
units indicated above. We Tvould suggest that provision be made, 
in each district, for one such unit during the sixth and seventh years 
of the programme and for two during the next three years. We 
consider it essential that the service given to the people should be 
adequate and satisfactory, and we would therefore suggest a restric- 
tion of the area over which these travelling units will operate rather 
than an expansion of their activities over the whole territory covered 
by the scheme. The operation of this itinerant service can be 
extended as and when funds and trained personnel become available. 

19. Another direction in which the travelling unit can help mater- 
ially in the tuberculosis campaign is by carrying out intensive educa- 
tional propaganda in the areas visited. A sufficient amount of 
educational material, including films, mairic Ian ferns and slides, 
leaflets and posters should be carried by the travelling unit and every 
effort should be made to interest the people, including the local 
Medical profession, in the subject of tuberculosis. 
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20. We consider it essential that, in our tuberculosis programme, 
such funds as are available should be devoted to the expansion of stali 
and equipment and not to the erection of costly buildings. In 
large parts of the country the weatlier is mild throughout the year 
and massive buildings for providing protection agamst extremes of 
cold and heat are unnecessary. Moreover, the tuberculosis patient 
feels all the better for as much fresh air and light as can be given, 
provided he is adequately protected against the direct rays of the 
sun and rain. Considerable saving in expenditure on buildings can, 
therefore, bo effected and all available money should be devoted to 
the provision of adequate health services and of such ancillary aids 
to recovery as good food, suitable clothing and other comforts for 
poor patients. 

21. The Long-term programme , — The following figures indicate the 
extent to which provision for the treatment of tuberculosis will bo 
made by the time the long-term programme is completed. 

Number of beds for the treatment of tuberculosis 

Primary unit Secondary unit District hee^quarters Total 

hospitals hospitals hospitals 

76,000 76,000 67,600 217,600 

There will he about 18,600 or 19,000 primary units scattered all over 
the country. The provision for tuberculosis in the hospitals located 
in these units will make treatment facilities widely available among 
the people. The total number of beds available for the isolation of 
infective patients will be about 217,500 or a little less than the ratio 
of 0*5 bed to each of the 500,000 estimated deaths from tuberculosis. 
As has already been pointed out, in the more progressive countries 
existing provision ranges from 1 to 8 beds per tuberculosis death. It 
is to be hoped that, by the time the long-term programme is com- 
pleted, the cumulative effect of all the health measi^es we have 
recommended will be to reduce substantially the mortality from this 
disease. 


Training Facilities 

22. We have dealt with the subject of training in tuberculosis 
for doctors and public health nurses in the section dealing with profes- 
sional education. A reference to this matter is also “'a^e here m 
order to indicate briefly the provision for framing which is to be 
made during the short-term programme. 


23. The number of places, where facilities can be developed within 
a short time for the training of tuberculosis workers, medical and 
non-medical, is at present limited to five in British India. It is pro- 
posed that these should be supplemented by seven more training 
centres to be developed in the provinces during the first five years of 
the programme. During the next five years each of the 200-bed 
hospitals and each of the main clinics in association with it should form 
f. training centre. Thus there will be 45 centres working throughout 
the second quinquennium. It is also anticipated that, of the 88 new 
areas where a 200-bed hospital and a main clinic will be established, 
about 20 may be able to function as training centres during the last 
two years of the period. 

24. We are advised by a special Sub-committee of tuberculosis 
experts, which we appointed, that about 13,000 medical men will 
require special trying in tuberculosis in order to meet the require- 
ments of the country. As regards public health nurses, we have 
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already stated our view that the same nurse should, when yisiting 
the homes of the people, carry out all the functions relating to tuber- 
culosis, maternity and child welfare, school health and other branches 
of health activity. It will thus be seen that the number of nurses to 
be trained in tuberculosis work will be considerable. A rapid 
expansion of training facilities has been suggested in order to meet 
this need for large numbers of trained doctors and nurses. 

Tuberculosia Surveys 

25. In order to provide a sound basis for the organisation of an 
effective campaign against the disease, information regardijig the 
extent and nature of its incidence is essential. Information should- 
be available as to which communities are most affected and what 
particulars age groups and which of the two sexes require special 
attention. A tuberculosis survey is meant to provide data throwing 
light on these problems. Such a survey may also reveal special 
factors, such as social customs and habits, economic and environ- 
mental conditions, which may have a bearing on the incidence of the 
disease and whose elimination or control should form an essential 
part of the anti-tuberculosis campaign in the group or community 
concerned. Tuberculosis surveys should thus constitute a necessary 
function of the organisation for combating the disease. 

26. We have already pointed out in our survey of tuberculosis in 

Volume I that, in any community in which the disease has been 
prevalent for some time, appreciable sections of the population take 
up the infection, often in the early years of their life. In the vast 
majority of such persons the defensive mechanism that the human 
body possesses is able to deal with the infection effectively. Adverse 
socio-economic and certain other factors, such as the period of 
exposure to infection, the size of its dose and the age of the person 
largely determine whether the power of the invading organism to 
do harm becomes neutralised by the resistance of the individual or 
whether the organism gains the upper hand and is able to produce 
the disease. Even where the infection is suppressed for the time 
being it may lie latent and the individual may, some years later, 
develop tuberculosis under the stress and strain of hard living condi- 
tions. Thus, in a community in which tuberculosis has i reva- 

lent for many years, persons who are healthy may, after some time, 
develop the disease either as the result of a recent infection or of a 
more remote one, which had been lying latent. A well-conducted 
tuberculosis survey will provide information regarding 
the extent of prevalence of infection in the community as well as 
the number of early and more advanced cases. Tn the more advanced 
countries of Europe and America, repeated surveys of the same 
population group are now being attempted as a valuable aid in 
detecting early cases, which are more amenable to treatment than 
patients in an advanced stage of the disease. 

27. In our short-term programme, with the limifed resources at 
our disposal and with the need for providing remedial and preventive 
care as widely as possible, we feel that large-scale surveys will not 
be possible. Nevertheless, the domiciliary health service, which we 
have recommended for development in association with every clinic, 
will itself constitute, in its day-to-day functioning, a survey of a 
somewhat limited character. At the same time, it is desirable that 
the trained staff of the clinic should undertake, as far as possible, 
surveys in limited population groups such as industrial workers. Such 
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surv6ys should inoludo tli6 dctorniiuBtion of the rftto of infection in 
the community concerned as judged by skin tests such as the 
Mantoux test and mass miniature radiography, as well as the detec- 
tion of cases in all stages of the disease, information regarding 
environmental and other factors associated with the incidence of 
tuberculosis should also be collected. In order to ensure that shch 
surveys are carried out satisfactorily we cannot do better than suggest 
the adoption, by health authorities, of the recommendations contain- 
ed in a memorandum embodying detailed instructions for the^ conduct 
of tuberculosis surveys, which was prepared by a special sub- 
committee appointed by the Tuberculosis Association of India. 

Welfare Services 

28. Welfare services form an essential part of the anti-tuberculosis 
organisation. If a patient, who is a wage-earner on whom his family 
ife dependent, is to be removed by the health authority as an open 
case and, therefore, dangerous to the community from the point of 
view of the spread of infection, it is necessary that his family should 
receive adequate financial help to maintain themselves. The field 
for welfare work is extensive and includes such matters as the provi- 
sion of adequate nourishment, clothing, better housing and other 
comforts to necessitous patients and their contacts as a part of the 
domiciliary treatment service. Similar provision to after-care colonies 
should also be a function of the welfare organisation. 

The place of Voluntary Organisations in the Anti-Tuberculosis 
Campaign 

29. We have already referred, in the review, to two in.ijor organi- 
sations engaged in the campaign against the disease, namely, 
the Tuberculosis Association of India and the Bengal Tuberculosis 
Association. The former has its branches in all the provinces and 
in a number of States while the activities of the latter arc confined 
to Bengal. While realising fully that, whatever extensions of State 
activity in the field of health may develop in the future, there will 
always remain, as far as we can see, opportunities for voluntary 
effort to play its part, we think that a deniarcation of their res- 
pective spheres of action is desirable. In our view, it should be the 
responsibility of Government to make adequate provision for the care 
of all tuberculosis patients who are infective. The ultimate objective 
should be to ensure that no open case is left unprovided for. As 
regards after-care and welfare services we believe that Governments 
cannot absolve themselves of their responsibility, but voluntary 
agencies can also find here a field which offers a wide variety of use- 
ful activity in the interests of the community. The Tuberculosis 
Association of India has, during the few years of its existence, 
performed such functions as the offering of technical advice, through 
its Medical Commissioner, to Provincial and State health authorities, 
the organisation of special training courses in tuberculosis for doctors 
and health v:sitor8, the holding of All-India conferences of tuber- 
culosis workers ^and educational propaganda. The division of 
funcfions between Government and voluntary bodies, which has been 
suggested fibove, will make it the duty of Governments to train 
the required types of workers in adequate numbers and to maintain 
properly equipped and staffed anti-tuberculosis services. The duties 
that arc now 7 )erformed by the Medical Commissioner of the Tuber- 
culosis Association of Indict should, in our view, be carried out by 
an expert staff which should be maintained on the establishment of 
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the Director-General of Health Services with the proposed Central 
Ministry of Health. All-India conferences should also be arranged 
under the same auspices. In these circumstances, voluntary effort 
will tend to operate largely in the spheres of welfare service and 
educational propaganda. Such activities should, we suggest, receive 
from Governments financial and technical assistance where this may 
be required. 

3. SMALLPOX 

Introduction 

1. The average annual number of deaths from smallpox in British 
India, excluding Burma, during 1902-1941 are given below: — ^ 


Period 

1902-1906 







Average aonual 
mortality 

84,914 

1907-1911 







94.634 

1912.1916 







79,214 

1917-1921 







84,828 

1922.1926 







66,075 

1927-1931 







. 77,902 

1932-1936 



. 




83,959 

1937.1941 



. 




54,989 


Although averaging in quinquennial groups of years has introduced 
A certain amount of smoothing, it will be seen that the above figures 
present a considerable degree of variation from one five-year period 
to another. This is due to the fact that the epidemic prevalence 
of the disease differs to a great extent from year to year. Even 
after taking into account this fact, it is considered that the disease 
has shown some decrease during recent years. The average annual 
number of deaths from smallpox in British India during the period 
of ten years, 1932-41, was 77-4 per cent, of the corresponding figure 
for a similar period of ten 3 ’ears at the beginning of the century, 
1902-11. When allowance is made for the increase in population that 
has taken place since the beginning of the century, the average rates 
of mortality from smallpox per 100,000 of the population are seen 
to be 40 and 25 respectively in the tw^o ten-year periods under con- 
sideration. A decline in the incidence of the disease, as judged by 
mortality figures, is therefore evident. There is no room, however, 
for complacency when it is remembered that the average number 
of deaths per year from this disease during 1932-41 was as high as 
fi9,484. Further, the annual epidemiological reports published by 
the T.feague of Nations show that India has the highest rate of 
incidence of smallpox among the countries for which statistics are 
given. 

2. Another disquieting feature of the situation is that, of the total 
*iiortality from smallpox, appreciable proportions are recorded at the 
periods 0-1 and 1-10. During the five-year period, 1937-41, 
deaths due to smallpox among infants under one, when expressed 

percentages of the total mortality from this cause at all ages, 
ranged from 12- 1 to 19‘7 and, during the same period, the corres- 
ponding percentages for children between one and ten years varied 
^^ona 19*2 to 30* 6. In order to show how heavy the incidence of the 
disease has been on these two age groups, we give below certain 
^res which are quoted from the 1937 Annual Eeport of the Public 
'^oalth Commissioner with the Government of India. The expected 
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figures shown in the table have been calculated on the assumptiox:^ 
that persons of both sexes and of all ages are equally liable to 
smallpox. It will be seen that, in practically every province, the 
actuals are in excess of the expected figures. The selective incidence 
cf the disease ,in these two age groups is, therefore, clear. 


Deaths from Smallpox 



1937 

Under one year 

Between one and tern 
year 

Actual 

Expected 

Actual 

Expected 

North-West Frontier Province 


248 

30 

609 

862 

Tbe Punjab 




1,480 

149 

1,821 

1,017 

Delhi 




244 

20 

359 

142^ 

United Provinces 




933 

99 

1,034 

785 

Bihar 




458 

182 

798 

1,981 

Orisaa 




267 

61 

391 

505 

Bengid 




2,414 

928 

7.452 

7,161^ 

Gentrid Provinces 




170 

16 

224 

114 

Bombay . 




410 

65 

804 

447 

Sind 




128 

22 

401 

204 

Madras 




077 

68 

713 

599 

Assam 




227 

67 

333 

289 


3. Apart from the extent of suffering and loss of human lives which 
these figines represent, it must be remembered that the complications 
that often accompany an attack of smallpox may produce, even 
when the patient survives, various forms of disability, one of the 
most important being blindness. The high incidence of the disease 
among infants and children naturally results in such disabilities being 
produced in individuals who have to pass the greater part of their 
lifetime with such handicaps as these disabilities will entail. 

Vaccination against Smallpox 

4. This abnormally high incidence of suffering, incapacitation and . 
death is all the more deplorable because smallpox is perhaps the 
most easily controllable among the infectious diseases. If vaccina- 

, tions are performed at regular intervals with a potent vaccine lymph 
the level of immunity in the population can be raised so high as to 
eliminate smallpox as a community disease. The introduction 
the infection on different occasions may give rise to sporadic cases 
but an outbreak of smallpox on a scale likely to threaten the publi® 
health will be rendered impossible. 

5. The succees that can be achieved in eliminating smallp^^ 
through vaccination has been demonstrated by the history of tbe 
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disease in the Philippine Islands. For many years smallpox caused* 
more than 44,000 deaths annually in that country. After the intro- 
duction of systematic vaccinations the disease almost disappeared. 
Thus in six provinces, where smallpox used to be responsible for aip 
average annual mortality of 6,000 deaths due to this cause became 
reduced to an insignificant figure. In Manila, with a population of 
over 250.000, not a single death from smallpox occurred during a 
period of seven years. On the other hand, when the vaccination of 
new-born children and fre.:h arrivals in the city was not effectively 
carried out between 1915 and 1919 the disease reappeared and over 70Q 
deaths were reported as the result of the epidemic. To quote an* 
instance from India, we may turn to the Province of Hydras. Is 
1922 and 1923, the Provincial Government introduced, in each 
district, a health organisation consisting of a District Health Officer 
and a Health Inspector for each taluk. The employment of this 
staff gave an impetus to the campaign of vaccination against small- 
pox and increasingly larger numbers of primary vaccinations and 
revaccinations were done each year. In 1932, compulsory revacci- 
nation for the whole population was introduced in municipal and 
non-municipal areas tluoughout the province, except Madras city. 
The maximum interval prescribed by law between successive vacci<^ 
nations is 10 years. In the city of Madras, compulsion was introduced 
in 1936 and the prescribed interval is seven years. The substantial' 
increase in the percentage of protected persons in the population 
resulting from these measures is reflected in the steady fall in the 
mortality from smallpox which is shown by the figures quoted 
below: — 

Average annual death rate per mille from smallpox in the province op 

Madras 


Period 






All agee 

Above the 
age of 10 

1917-21 


. 

. 


. 

0*77 

*3604 

1922-26 


. 

. 


. 

0-46 

•1747 

1927-31 


. 

. 


. 

0-17 

•0761 

1932-36 


. 

. 


. 

. 0*22 

•0362 

1937-40 


, 

, 


. 

. 0-06 

•0392 


The large fall in smallpox mortality, at all ages, in the period, 
1937-40, as compared with the corresponding rate for those over ten 
years of age suggests that the vaccination campaign must have been 
more effective in protecting children under ten with their normal, 
rate of high incidence of smallpox than older persons. 

OUB PBOFOSALS 

6. The measures that are necessary for combating the disease are,. 
(1) the isolation and treatment of patients, (2) observation of contacts 
during the period of incubation of the disease and their isolation 
as soon as they develop fever, in view of their becoming infective 
at this stage and (8) the enforcement of vaccination among the 
people at periodical intervals in order to raise their immunity to the 
highest possible level. In regard to the measures indicated under 
(1) and (2) above, it must be remembered that smallpox is highly 
infectious and that a patient becomes infective from the early* 
stages of the onset of the disease. Therefore, it is almost certain 
that the patient will have passed on the infection to those who live* 
with him sometime before the health authority becomes cognisank 
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of the occurrence of the disease. Further, in the ^ presence of an 
.epidemic, the provision of facilities for isolating all oases is 
well beyond the resources of most local authorities in the ^untry. 
The range of infectivity of the disease is so great that home isolation 
affords little protection to tfie other members of the family. Under 
such conditions, observation of contacts has little meaning as s 
preventive measure. In the circumstances and particularly in the 
beginning of our health programme, intensive vaccination of the 
population at regular intervals appears to afford the quickest and 
the most effective means of controlling the disease. We sh^, 
therefore, deal with this subject in some detail in the succeeding 
paragraphs. 

7. We may set out our recommendations separately for (1) the 
.areas that will be included in our health development scheme during 
the short-term programme and (2) those outside the scheme. Before 
4omg so, we may discuss certain* points which are common to both. 
These have already been referred to in our survey of smallpox in 
volume I of this report, but are again being briefly presented here 
for the sake of convenience. 

Existing Position 

(a) Compulsory vaccination — 

(i) Primary vaccination . — Primary vaccination is not compulsory 
throughout the country. In 1941, only about 81 per cent, of the 
fowns and 62 per cent, of the rural circles in British India were 
•enforcing primary vaccination. There is no reason to believe that any 
appreciable increase has taken place since that date in the number 
r.f areas in which primary vaccination is enforceable. In the 
provinces, the percentage of towns enforcing compulsory primary 
^vaccination varied from 100 per cent, to 52*7 per cent. The 
provinces backward in this respect are the N.-W. F. Province, the 
United Provinces, Bombay and Assam. In the Province of Bombay, 
primary vaccination was enforceable only in 4-9 per cent, of the 
rural circles while in the N -W. F. Province, the United Provinces, 
Sind, Assam, Coorg and Ajmer-Merwara. primnrv vaccination was 
not compulsory even in a single rural circle. 

(ii) Revaccination . — There is no specific provision in the vaccination 
Acts of the provinces for compulsory re vaccination. In the province 
•of Madras re vaccination is, however, compulsory under the provisions 
•of the Local Self-government Acts relating to municipalities and non- 
miinicipal areas. In these Acts, the appropriate section states that 
vaccination shall be performed “as prescribed Taking advantage 
of this provision, the Provincial Government issued statutory rules 
making re vaccination compulsory throughout the province. In other 
provinces, the information available from the Annual Beports of the 
Public Health Commissioner shows that, occasionally, revaccination 
is made compulsory for limited periods and in specified areas through 
Temporary Emergency Begjalations which are issued under the 
Epidemic Diseases Act. 

(b) Training of vaccinators, their recruitment and conditions of 
eervice . — ^Tbere is considerable variation in the provinces as regards 
th3 training given to vaccinators, the methods of their recruitment 
and their conditions of service. The duration of the training varies 
from three to ten months. The salaiy paid to vaccinators ranges 
from a xninimiim of Be. 10 per montii in Ben^ io a maximum of 
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Bs. 50 to a first class vaccinator in Madras. In> the provinces of 
JBihar and Orissa the conditions of service for vaccinators are most 
unsatisfactory. In Bihar paid vaccinators are employed only in 
municipalities and the scales of pay which are sanctionea by 
individual municipalities naturally vary. In all cases they are 
extremely low. In the rural areas vaccinators are given no salary 
at all nor do they receive any travelling allowance. The fees they 
may realise from the people for vaccinations carried out in their 
homes are their sole remuneration. They are engaged for work only 
for the vaccination season (October to March) but may be called 
upon for further duty during emergencies. 

(c) The methods of production of vaccine lymph at the different 
vaccine institutes . — Vaccine lymph production is undertaken at the 
provincial centres of Belgaum, Lahore, Patwa Dangar, Calcutta, 
Guindy, Nagpur and Kanchi. The lines of production at the Institutes 
in all these places follow generally the accepted procedure in other 
countries. There is therefore no need for any marked departure from 
existing practice. 

(d) The conditions under which vaccine lymph is distributed and 
used by vaccinators . — ^There is reason to believe, from certain 
investigations carried out by an Ofiicer on Special Duty in the office 
of the Public Health Commissioner with the Government of India, 
that the present methods of distribution of vaccine lymph are not 
such as to ensure its potency when actually used. 

(e) The vaccination season . — In the provinces vaccination is 

carried out only during the cold weather, usually from October to 
March, the underlying idea being that in the hot weather the greater 
exposure to heat of the vaccine lymph is likely to produce a deterio- 
ration in its quality. The result is that for about half the year no 
vaccination is carried out unless there is an outbreak of smallpox. 

The Rectification of the above-mentioned Defects 

9. We consider it essential that primary vaccination should be 
made compulsory throughout the country without delay. The Province 
cf Madras has shown that periodical revaccination can also be intro- 
duced and worked successfully even in the rural areas. In our view 
other Provincial Governments should follow this example as ^early 
SB possible. 

10. Vaccination against smallpox should be the normal function of 

properly developed health service such as we have recommended 

and no special class of vaccinator should be employed. In the early 
stages of our health programme their employment will, however, 
continue to be necessary in the areas outside our scheme. So long 
as this is so every endeavour should be made to remove the existing 
^ide disparity between the provinces in regard to their training and 
conditions of service. The period of training should be about six 
months. Apart from the technique of vaccination, they should be 
taught (1) to keep their records correctly, (2) to check the unprotect- 
ed children’s register in the villages during their tours as well as 
toe birth and death registers, on the accuracy of which the correct- 
ness of the unprotected children's register will depend and (3) to 
^^rry out such duties as sterilisation of wells and the reporting of 
^es of infectious disease which come to their notice during their 
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11. As the health organisation, we propose, will not be functioning 
in these areas it is desirable that the services of the vaccinator should 
be utilised not only to protect the people against smallpox but 
also to carry out various minor duties which will help to raise health 
administration to a higher level than that which prevails at present, 

12. No man can be expected to do public health service satis- 
factorily unless he is adequately paid for it. We recommend a scale 
of pay of Es. 40 — 2 — 70 for a vaccinator and security of tenure. We 
have suggested this scale of salary because we consider that, as our 
health scheme expands, the more efficient among these vaccinators 
should, after such additional training as may be necessary in each 
case, have opportunities of being promoted as health assistants and 
later as public health inspectors. The scales of pay which we have 
recommended for the two latter posts are Es. 60 — 5 — 1(X) and 
Es. 100-6—150. 

13. The question of ensuring the potency of vaccine lymph during 
its use in the field and of extending the vaccination season into the 
hot weather are inter-connected. We recommend that the possibility 
of providing facilities for cold storage in a number of places in each’ 
province, in order to keep the lymph at its original strength for pro- 
longed periods, should be investigated. The development of a 
number of such centres in a province will help to shoi^en the period 
of exposure to heat that the^lymph has to undergo during its use in 
the field. With the creation of such storage facilities it should be 
possible to carry out vaccination throughout the year. 

OUR RECOMMENDATIONS 
The Areas under our Scheme 

14. Vaccination against smallpox should be one of the normal 
functions of the public health inspectors, public health nurses and 
midwives employed in each primary unit. We realise that the 
establishment of a special class of vaccinator was justified in those 
days when this was the first form of public health activity taken up 
by the authorities. But vaccination is only one of the many forma 
cf specific protection against particular diseases which the Health 
Department shouTd provide for the people and the operation itself 
is so simple that there is no justification for the employment of a 
special staff for this purpose in the areas where our health programme 
will be introduced. 

16. The average population of a primary unit in our short-term 
programme is about 40,000. The aim shoiiid be to enpure adequate 
protection to the whole of this population. In view of the unsatis- 
factory results which have so far been achieved by vaccination in 
the past, particularly in the rural areas, we recommend that during 
the first year the whole population should be vaccinated. There- 
^ after, the operation need be repeated only every five years. In 
'Java it is understood that one man can vaccinate 600 persons 
per day provided proper arrangements are made for 
collection of the people beforehand. Even assuming that this 
standard of efficiency may not be attained immediately in 
260 persons per day cannot J)e considered as an unreasonably high 
figure. The total work involved in a primary unit is,- therefore; 
about 160 man days and, when distributed among a staff of 10 person 
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including the public health inspectors, nurses and midwives,, it 
represents for each individual only 16 days' work in the year. Taking 
into consideration failures of vaccination and the need for repeating 
the operation the total period for each member of the staff should 
not extend beyond 18 or 20 days. 

The Areas outside our Scheme 

16. An intensive campaign against smallpox should be organised 
without delay in these areas also. With the type of training and 
improved conditions of service we have already recommended for the 
vaccinator we believe that a reasonably efficient worker will be 
produced, who will help to raise not only the level of immunity 
against smallpox in the population, but also to make more effectiv 
the campaign against other diseases such as cholera, through the 
preventive work he would perform. 

17. The average number of vaccinations performed in a year by a 
vaccinator differs considerably in the provinces. It was as low as 
I 63 O in Bihar in 1939 while the highest figure of 7,687 was recorded 
in the Punjab as against an average of 2,961 for British India as a 
whole. Among the eleven Governors’ Provinces seven gave figures 
falling short of this average. They were the United Provinces, 
Bihar, Orissa, Bengal, Assam, the Central Provinces and Sind. On 
the other hand, the performance of vaccinators in the province^ of 
Delhi, the Punjab and the North-West Frontier Province was more 
than twice the average figure for British India. 

18. What should be the number of vaccinators to be prescribed 
for specific units of rural and urban population? In determining the 
number of vaccinators for rural and urban areas, the wider distri- 
bution of population and the smaller facilities for travelling in rural 
areas, as compared with towns and cities, should be taken into 
consideration. Conditions vary to such an extent between individual 
urban centres and among villages that it is not easy to give due 
weight to these factors and prescribe suitable standards. 

19. In the province of Madras where compulsory primary and re- 
vaccinations have been in force for some years, the Director of 
Public Health states^ that the minimum for primary vaccination is 
vfixed at B to 3 ’6 per cent, of the population per annum in both urban 
and rural areas and at 6 per cent, for revaccinations. The average 
birth rate in the province is estimated at 40 per mille and it is 
stated that due allowance has been made for infantile mortality m 
fixing the minimum for primary vaccination at 8 to 8*5 per cent, 
(or 80 to 36 per mille) of the population. This provides for an 
infantile mortality rate ranging in different places mm 126 to 260 
per 1,000 live births. Even if the rate be higher in certain 
places, the prescribed percentage of 3 to 3-6 for primary vacclhalions 
will probably prove satisfactory for some time because a certain 
proportion of older children and adults would have escaped vaccina- 
tion in infancy. 

20. It will be seen that primary vaccinations and revnccinations 
Will together cover about 9 to 9*5 per cent, of the population in Madras 
^very year, and in 10 years at least 90 per cent, will be immunised. 
Thereafter, the proportion will be kept at that level. In view of 
administrative difficulties in keeping correct reecM^s of the vaccinal 
condition of the adidt population, a certain proportion of whom move 
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about from place to place, such a level of performance may be 
considered satisfactory. 

21. A total number of 834 vaccinators was employed in the 
province of Madras in 1940 and the average number of vaccinations 
for each man was in the neighbourhood of 6,000 per year. T^his is 
the standard of performance in the provinces of Delhi, the Punjab 
and the N.-W. F. Province. There is no reason why the other pro- 
vinces should not reach this standard. In determining the number of 
vaccinators required for rural and urban areas ini the different pro* 
vinces, the standards prescribed by the Madras Government seem 
satisfactory, provided the interval between revaccinations is fixed^ 
at 10 years. When dealing with the large populations of the 
provinces of India this interval can be accepted as reasonably 
satisfactory. If individual provinces were to fix the annual mini- 
mum number of vaccinations to be performed by a vaccinator at 
6,000 and prescribe that, in each rural and urban vaccination circle, 
the annual minimum for primary vaccination should be about 8*6' 
per cent, of the population and for revaccination 6 per cent., It 
should then be easy to work out the total number of vaccinators 
required for the province concerned and their relative strength in 
the different circles. 

22. We have described at some length the procedure in M;ulr;is ii* 

the hope that the information given will prove useful to ^ other 
provincial authorities when they proceed to enforce a campaign of 
intensive immunisation against smallpox. 

The Long-Term Programme 

23. We anticipate that, by the time the l 9 ng-tcnLj programm.e is 
completed, immunisation of the population against smallpox by the 
enforcement of vaccination at periodical intervals will have become 
such an established practice as to have eliminated the disease from 
the country except as sporadic outbreaks resulting from the intro- 
duction of infection from outside. 

24. Other factors helping towards the elimination of smallpox 
an epidemic form in the commimity will, it is expected, also come 
into existence. These include, among o^ers, better housing condi 
tions which will help to prevent or at least reduce overcrowding as 
compared with the existing state of affairs, and a spirit of active 
co-operation with the health authorities arising out of the peoples' 
intelligent understanding of the purpose to be achieved by the 
measures instituted against the disease. 

4. CHOLERA 

Introdaction 

1. Certain parts of India have the reputation of being endemic 
areas for cholera. The Bengal delta and the basin of the Cauvery 
river in the province of Madras have been considered as such areas 
and it has been suggested by more than one health authority that 
epjdemic outbreaks of the disease curise in these regions and spread 
to different parts of the country. During the nineteenth centu]^ 
there occurred three or four pandemics of cholera, which covered in 
their sweep the continent of Europe, the British Isles and even 
America. These pandemics have been traced to India as the place 
of origin. Along with smallpox and plague, cholera is another 
important disease against which a number of countries, with whom* 
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India has trade ^relations, impose quarantine restrictions, from time^ 
to time, on passengers from this country by land, sea or air. 

The Geographical and Seasonal Incidence of Cholera 

2. There is perhaps no infectious disease which shows a greater 
variability in its incidence from year to year than cholera. Below^ 
are given figures of cholera mortality in British India, excluding 
Burma, as averages for quinquennial periods from 1877 to 1941: — 


Period 

1877-81 








British India 
(excluding Bunns) 
Annual average 
2s8,949 

1882-88 








286,105 

1887-91 








400,934 

1802-96 








443, 890^ 

1697-01 








383,294 

1002-06 








367,160 

1907-11 








397,127 

1912-18 








328,593 

1917-21 








392.070’ 

1922-28 








143.890 

1927-31 








297,766 

1032-38 








140,440 

1937-41 







. 

147.423 


It will be observed that, in spite of the smoothing introduced by 
averaging in five-yearly periods, the range of variation is extensive, 
from about 141, (X)0 to about 444,000. If figures for individual years 
were examined the variation in the figures would be found to be 
even higher. 

3. The incidence of cholera in India varies from province to 
province and from year to year. The provinces, where its incidence is 
high, are Madras, Bengal, Bihar and the Central Provinces and, to a 
smaller extent, Orissa and the United Provinces. A striking feature 
of cholera is the regularity of its seasonal incidence in the different 
parts of the country; for example, in Bengal the peak of the epide- 
mic is generally reached between March and April, in Bihar in 
May, in the United Provinces about June and in the Punjab in 
August. While it may seem reasonable to expect that modern 
developments in rail and road transport would facilitate the spread 
of the disease, a striking feature of the epidemiology of cholera is 
that its ostensible westward movement, as indicated by its seasonal 
prevalence, has, broadly speaking, remained undisturbed from the 
time when such facilities for travel were not available. There 
must, therefore, be other factors responsible for the appearance of 
the disease at specific seasons of the year in particulAr areas and, 
although certain explanations have been put forward, no complete 
and convincing answer to this question is yet available. 

4. The seasonal character of the incidence of cholera does not, 
however, mean that its spread is not associated with large move- 
ments of population. Pilgrim centres, which attract at intervals 
large numbers of visitors, have, indeed, played an important part 
in the dissemination of the disease and, in more recent years, the 
enforcement of rigorous sanitary measures in connection with such 
festivals has become a recognised public health procedure Ihroughouir 
the country. We shall refer to ^his subject in greater detail later. 

Preventive Measures 

5. In the case of cholera, as in many other communicable diseases, 
the main reservoir of Infection is man. The patient excretes the* 
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organism in large numbers in his stools and vomited material while 
it is known that, for a period varying from a few days to a few weeks 
after the attack, his stools continue to be infective. Such evidence 
as is available does not support the idea of chronic cairiers of cholera 
infection as in the case of typhoid. It is, however, known that 
healthy persons in contact with patients may sometimes take up 
infection and, without themselves falling ill, communicate infection 
to others. The life of the organism is, as far as is known, of short 
duration in water and in the general physical environment. The 
common channels through which the germs are distributed have 
‘ long been known to be articles of food and drink contaminated with 
the infective material. 

6. The preventive measures fall under two rruiin heads, (1) those 
which are directed towards blocking the channels of infection and 
(2) those which are designed to 2 )roniote an increase in the resistance 
of the individual and of the community against the disease. 

•Control of the spread of Infection 

Measures for controlling the spread of cholera should include: — 

(1) isolation and treatment of the patient, special attention 

being paid to the sterilisation of infective material 
and, before the necessary measures for this purpose 
can be carried out, to such steps as will prevent the 
conveyance of infection through flies or other agents 
to human beings or articles of food and drink; 

(2) sterilisation of common water supplies which, in areas 

without a protected water supply, are likely to be 
contaminated with cholera material; and 

(3) a general improvement in sanitation, one result of which 

will be to eliminate flies and other insects that play 
an important part in the transmission of infection. 

The Strengthening of the Resistance of the Individual and of the 
Community to Infection 

The most important measure in this connection is preventive 
inoculation against cholera. Other measures mainly consist of the 
practice of personal hygiene, including special precautions to avoid 
the consumption of unripe fruits and other articles likely to upset 
the smooth functioning of the digestive tract. 

7. From our brief discussion of the cholera problem in India in the 
preceding paragraphs, the conclusion seems to emerge that the 
campaign against the disease should concentrate, on its effective 
control and eventual elimination in those areas, which have been 
considered endemic foci by health authorities because a tendency 
has been noted for its more frequent occurrence in such areas than 
in others. A considerable improvement of the sanitation of these 
areas, including the provision of protected water supply, satisfactory 
disposal of niglilsoil and rubbish and control of food and drink in 
order to ensure freedom from contamination, form the most import- 
ant permanent steps for stamping out the disease. Other measures, 
such as isolation and treatment of patients, disinfection of infective 
material, preventive inoculation and the practice of personal 
hygiene are undoubtedly of value for controlling its spread during 
specific outV)reak8 hut, in the absence of the steps necessary fo^ 
^securing a definite and lasting improvement in environmental 
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liygiene, there can be no elimination of cholera as a community 
^disease. Further, even the success achieved by the active prosecu- 
tion of the measures outlined above for controlling individual out- 
breaks is bound to be of a limited nature. 

8. These views of ours are in conformity with the results of recent 
researches on cholera carried out between 1934 and 1940 imder 
the auspices of the Indian Kesearch Fund Association. In a survey 
-of the results, Major-General Sir John Taylor, who was till lately 
llirector of the Central Besearch Institute and Chairman of the 
•Cholera Advisory Committee of the Association, has stated “that 
dhe point at which preventive measures should be applied is 
the area from which infection is primarily derived — that is in the 
endemic areas. The application of a long-term policy of sanitary 
improvement in the known endemic areas, especially directed 
towards dealing with the factors concerned in the maintenance and 
spread of cholera would, in time, result in a great reduction of risk 
and might even succeed in eventually eliminating infection 
altogether.” 

9. Such permanent improvements will, it may be noted, control 
not only the incidence of cholera but also that of other bowel diseases 
such as enteric fevers, dysentery and diarrhoea. Although no 
reasonably correct estimate of their total incidence is available 
it may not be far wrong to assume that these diseases may together 
be responsible for two or three times the number of deaths due to 
cholera, because the average annual registered mortalities from 
dysentery and diarrhoea together form about 180 per cent, of that 
from cholera. 

10. We may now take up, for separate consideration, the different 
measures we have discussed above. These can broadly be divided 
into two groups: permanent and temporary. 

Permanent Measures 

11. Of llu'se the most, importiuit is the provision of protected 
Wilier supplies and of satisfactory systems of nightsoil disposal. Wc 
have suggested, in the chapters (iealing with these subjects, the need 
for a com 2 )reheusivvi programme of devtlopineut of urban and rural 
water supplies and linilnage. It is suggested that, in providing 
these basic facilities for sanitary iniproveiiient, Provincial Govern- 
imaits should direct that those who are responsible for drawing up 
plans should, in fixing priority, take into consideration the incidence 
of cholera in individual villages and towns. In this way, the more 
important centres of cholera prevalence can be brought under control 
and the spnnul of the disease from such sources of infection prevented. 
We have suggested that tla provision of protected water to the whole 
population of British India should he completed in a period of about 

years. Side by side with this, the establishment of sound night- 
soil disposal systems, on the lines indicated in the chapter dealing 
with general sanitation, should also be proceeded with in the 
provinces. 

12. Simultaneously with these improvements the gradual exten- 
sion, over the country as a whole, of the health organisation we have 
recommended sliould help to introduce a large measure of control 
over the food of the people to ensure freedom from contamination 
/^nd to promot-e a rise in the general level of environmental hygiene. 
The combined effect of all these measures will be, we have no doubt, 
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to produce ;i marked reduction in the incidence of cholera and of 
other bowel diseases. 

Temporary Measures 

1;). T!ii'se are mainly directed against a threatened or current 
outbreak oi the disease. Such measures include 

(a) notification of cases; 

(b) isolation and treatment of the patient wherever possible, and 
disi^'teetioii of infective material; 

(c) sterilisation of water supplies liable to contamination and 

their jn’otection against the possibility of becoming infected later; 

(d) preventive inoculation; 

(e) special health measures in respect of festival eentrt'S and 
other places where large gatherings of people take place periodically 
and 

if) <' i ica.iOiKil propagatida in ordrr to seenrt'. the co-opcrat.ion of 
the people in carrying out anti-cholera measures. 

11. (a) X oltjti-ahoii o] (a/.s-cx. — ('liolora is a noiiliabje disease t. 
urban and nii’al areas throiiglioiit J3ritish India. Nevertheless, for 
reasons stated in the chapter dealing with vital statistics, notitic ntioji 
is not, in many parts of the country, either suiiiciently pi’ompt or 
conipit'tc‘ to pc'rmit of early and com])reheiisive action Indiig taken 
by the liealtli aiitliorities. Without going into details if inay 1)C‘ 
stated that, I’lOtli in tlie anaais nnder our scle.'uu* and in tliosc nutsidt' 
it, the carrying out of our proposals should help to nsuri> l!iat I'asca- 
are rejajrti'd promptly and that omissions to notify ai’<* rediiei'd to 
the nlinost p(sssible extent. 

i"). (h) hiolndo}} and ireahnent of jailiruts^ udirrrvrr /)esx h/e, (ind 
disin ferfion of in f><‘!irr inafrrial.- l^nltxWnw of pati(‘nts is hu 
3rn])ortaiTt measure buL until existing hospital aeef.]nmr)datini: 
increases considerably, it will be difi-icult to ensnn Heir i-’')!atif>n lo 
any larrro extent. Tlie ineidenct* of the discaisc* is h’crh among "he 
poorer and lower middle (dasses of th(^ population and, haih in m-la.i!) 
and in rural areas, housing conditions are so unsal i^factovv a^ tr) 
inak'e hom^ isol. r,f little practienl valne. Furtlu'r, wIumi I Ik 
disease appears in epid'^unic form, tlu' miTnlKU’ of vilingrs afr.T*t(‘(l 
and the number of persons attacked in individual villages rnnv nffen 
be so high that any atteiript to isolate all patient-; may be impo'A^ilde. 

10. Tti onr r^'view, earlier in this chn])tor, of existing provision for 
the segregation of patients tlirongh infections disf'ases hospitals, 
we pointed out that the working of most of these instit ntions, 
although they are situated in large citie.s, was very nnsatisf/ictory. 
There is no pistification for such a state of affairs aud the matter 
should receive immediate attention from provincial health 
authorities. 

17. For the large number of patients, who eannot be removed to 
hospital, home isolation should, whenever possible, be advised by 
the health staff. The supply, without payment, of suitable disin- 
fe’etants to such homes and to all others, where cases occur, and 
instruction of the patients* relatives in the proper use of these 
disinfectants should hfdp to check the spread of the disease. As far' 
as possible, the health .staff should assist in the carrying out of 
fiuch disinfection. 
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18. The provision of home treatment for cholera should also be 
attempted, wherever possible. Tt is recognised tliat continuous 
medical care including the timely administration of hypertonic 
saline, would be almost impossible in the home, especially when 
a severe outbreak results in the necessity for treating a large 
number of patients at the same time. Additionrd staff of medical 
and auxiliary personnel from oilier areas should lie rushed to the 
aff(*(*ted towns and villag<'s and r*vt‘rv effort should be made to make 
such treatment availalde to thci people. As the liealtli programme 
develops, an increasing firovision of stai'T anf] ol insthntionnl 
facilit ies shonlfl help to make tlie medical care available to the 
people, during such outbreaks niorc^ and more a<le(|mile. 

Itb ((*) SlcriU.^niion of irafcr fnippUc.^ liohlr fo coo ! fDoination nnd 
iJi'or pro! > I’t'dii (ojaiuRl: rr-i a frrf inn . — ’’I’iie firovi^doii r)f prot'c-f vfl 
waiter sup])lies to la.tli rural and urban (‘omnnmiti(‘S tiirongbont the 
country is the obj(‘cti\v‘ to la* readied as soon as yiossilile. Until it 
IS attained, ive must look t.o the priniarv unit staff in tine artaas 
under onr scheme to ejurv out effectively llu‘ st erhisation of water- 
siippli(‘s in ehoh'ra-infected villager Where 'In'ro are several 
snur(a‘s of drinlong water in sudi villages, it sl.onld ho ])ossiblo co 
ensure that only a few’ of the^e scmiees, which can la* la'peati'dly 
sterilised and k('pt under control, are used by {Ik*, people, 

ol, /bvoaaw/.'re i inxoflo H<>}i . — d^bo r-opnd.irity of ant i-'-b' 
inoeubi’ion has been a process of sl(\*idy growtli. Tin* report of a 
sp.eeia] < 'o: 1 1 m it t •. ■<* of the ('entral Advisory Board of Tlealtb, wliich 
in ve^ t ii,;'! . d {be (piesdoii of ca),ujndsory anti-ebolera inocndation ot 
pilnrims alttaidimr f(‘stival etaitres, shows that, lietween lb2M luid 
19H8, fb*' numl)(‘r of inoculations in British India ros * from about 
) to ni'arly 1n.s;()0.no;) p‘*r year. d'aldn-r tlK'Si* {ivuia'S and 
oIIk*!* rvid'Mief* available to ns into eons’dta-it i«)n. ^^•'* ";:me to tlie 
condii>i()ii tliat jniblie opinion in favour of inocu’.uion Iia*] d -ve- 
loped at an altocelher nnexpeeted rate. b)iivim_! tiv* i)a'<! two years, 
wIkmi the abnormal conditions arising out of tlio War produced 
wid('spread oufbrc'aks of the disease in different parts of tlie country, 
millions of inoculations w;>re carrit*d out and tlnu'e w’as no o])])osition 
from th(' peoph* to the enfo?’(*enient of this protective nu a^ure. Bor 
instance, in Bengal alone, within the period from 1st November 
191^1 to the end of September 1944, there were about 18 million 
inoculations. 

21. Tie* primary unit staff should he able to carry (^ait, ^\•ithin it- 
area, an efTectivf' imimnnsation of the peoi)le wlnai an outbreak of 
diolera or the tlin'at of an oufhn'ak makt's the conferment of such 
protfction neci'ssarv. In this inoenlation eampaiun the doctors, 
public health inspectors and public health nurses should all parti- 
cipate and thus quickly protect, a large section of the population. 

22. The question of permitting non-medical personnel, such aa 
rnhlic health inspectors, to carry out preventive inocuIaficKi against 
epidemic diseases was carefully considered by the Central Advisory 
T'onrd of TTealth in 1940 and its decision was in favour of their being 
permitted to do so under proper supervision. Since then it is under- 
stood that, in a number of provinces, the health authorities have 
been utilising the services of these inspectors for inocnlalion 
campaigns during epidemics. Fully trained public health nurses^ 
and even health visitors, after being suitably instructed, should he* 

170 




CHAPTER XI 


Rble to carry out such inoculations. We recommend that, by frequent 
inspections, the two medical officers of the primary unit should 
exercise, especially during the early stages, adequate supervision 
over all non-medical personnel engaged in carrying out such inocu- 
lations, in order to ensure that efficient sterilisation and other 
necessary precautions are taken by them. 

23. (ej Special health measures in festival centres . — In view i f 
the recognition of the part which the large periodical gatherings ot 
people at festival centres can play and have played in the spread of 
infectious diseases, particularly cholera, it has become a recognised 
practice for provincial authorities to take elaborate measures on such 
occasions. Considerable emphasis is laid on an improvement 
of the sanitation of the locality, inspection posts are established 
at all points where traffic converges on the festival centre by road, 
rail or waterway, and special provision is made for the control 
of food and water supplies, for medical relief, for the detection 
of cases of infectious diseases and for the proper segregation 
and treatment of such cases. Tn addition to these measures, it has 
been found useful to enforce the compulsory inoculation of persons 
against cholera before they are permitted to attend festivals. In 
1940 the Central Advisory Board of Health, after carefully consi- 
dering the report of a special committee which it had appointed to 
investigate this question, gave its blessing to the proposal that 
health authorities in India should adopt this additional precaution- 
ary measure in festival centres. Later the efficacy of this measure 
was again tested at the Sitamarhi festival in Bihar, and excellent 
^results have been reported. In these circumstances, while recognis- 
ing that all the other measures indicated above are necessary in 
order to ensure the health of tlic pilgrim y)opulation, wo would 
endorse the recommendation of the Central Advisory Board of Health 
and suggest to Covernments the desirability of enforcing compulsory 
inoculation a.eainst cholera before a pilgrim is permitted to attend 
any specific festival, whenever the possibility of an outbreak of the 
disease cannot be ruled out. 

21. (fj K<1 urafionnl prnpagnnda . — While all the measures o\itlined 
above arc undoubtedly valuable, the extent of their usefulness will 
he largely deterniiiK'd by flir* amount of co-oj)eration that eai) be 
secured from the ])cople. Intelligent co-operation can he based only 
on a full understanding by them of the purpose underlying the 
measures and on their acceptance of the need for their enforcement. 
Educational propaganda constitutes, in our view, the most efficient 
means of securing the support of the people, and such propneanda 
should, tlierefore, form an important part of our anti-cholera pro- 
gramme. The war against disease and dirt will have been half won 
if the community can go forward to the fight armed wdih sufficient 
knowledge to enable each individual to fulfil his or her part with zeal 
•and effectiveness. 

25. We recognise that an anti-cholera campaign on the lines out- 
lined above can be carried out more effectively in the areas where 
our scheme will operate than in those not included in it. The sugges- 
tions wf have made, earlier in this chanter, for increasing existing 
provision for medical relief and for facilitating control measures 
against epidemic diseases through the establishment of travelling 
•dispensaries and of epidemic squads will, it is hoped, help fo 
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promote the carrying out of anti-cholera measures in a more efficient; 
manner than has been possible in the past. 

5. PLAGUE 

The Incidence of Plague 

1. Plague was introduced into Bombay from China in 1896 and^ 
within a few years, it spread widely through the country. Its 
maximum incidence was reached in 1904 with a registered mortality 
of 1,144,000. Since then, a steady reduction in its prevalence has 
taken place, the past decade or more having witnessed a considerable 
fall in the annual mortality from this disease. The figiires given 
below, which are quoted from the Preliminary Eeport of the Public 
Health (yominissioner with the Croveumment of India for 1909, indicate 
clearly this decline in the incidence of plague: — 

British India 


Period 

1 

Total 

plague 

deaths 

Figures in 
column 2 
expressed as 
percentage 
of total 
deaths during 
1898—1938 1 
3 

Annual 

average 

4 

1898-1908 ..... 

6,032,693 

40 

548,427- 

1909-1918 ..... ' 

4,221,628 

34 

422,163 

1919.192 

1,702,718 

14 

170,272- 

1929 1938 

422,880 

3 

42,288 


12,370,819 




The average annual mortality from this cause during the three 
years li);W, 1910 and 1941 was only 19.347 or 45-7 per cent, of the 
correspond inj,' average for (he ten-.vear period 1929 — 38. 


2. The cpuJoniolofjy of jdaguc . — While this eontinued decrease in 
the incidence of ])lagiie is no doubt gratifying, it must be remember- 
ed that this decline has not been brought about by the effectiveness 
of any speeitic measures undertaken for its control. The history of 
plague in lndi;i and elsewhere idi'arly indieales that ihe prevalence 
of the disease, during certain periods, inereases consideraidy both 
by an extension of its gt'ograpliical 'distrilnition and by a rise in its 
incidence in individual places, whilt' at other t inn's there occurs a 
diminution of the disease, through a rapid contraction of the territory 
coveri'd and a marked deeri*ase in the number of cases oeeurring 
in the afft'cted areas. In India too, both these changes have cliarac- 
terised the marked decrease in the incidence of the disease during 
recent years. 

3. Plague is primarily a disease of certain rodents and human 
infection on an appreciable scale- takes place only under condition^ 
hiv.oiiring close assoeiation betw'een man and such rodents. In certain 
parts of the world, plague infection among such animals never dies 
out and these constitute endemic areas from which infection spreads 
to other regions from time to time. In India the animal is the rat 
while in South Africa it is the gerbille, in California the ground 
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iScjuirrel and in South-eastern Siberia and Manchuria it is the 
tarbagan. Periodically outbreaks of the disease take place on a 
Jarge scale among such animals and destroy large numbers of them. 
Por a time the infection lies dormant but, when the animals breed 
and a large susceptible group is produced, an epidemic wave starts 
again. 

4. Man becomes infected from such animals through the bite of 
the Ideas which live and feed on them. Without going into details 
regarding the mode of transmission of infection it will be clear that 
opportunities for close association between man and the special rodent 
responsible for keeping alive plague in the area concerned is a 
fundamental factor for the i:)roduction of the disease in human com- 
munities. Widespread outbreaks among such animals may lead to 
territorial extensions of plague while the transportation of infected 
rats or infected Ileas through grain traffic or in other ways may result 
in the stal ling of tlie infection in areas far rcinovod from the endemic 
foci of the disease. 

Lieut. -Colonel S. S. Sokhey, I.M.S., l^irector, Haffkiiie Institute, 
Bombay, who lias for many years been associated with plague 
research, considers that a number of such endemic centres exists in 
India. 


o. Plague appears in two main forms, hnhonic and ])neumonie*. 
The former is characterised by the development of buboes or swellings 
in the groin, arm-pi<^ or neck of the patient and, although it is the 
less severe form of the two, the rate of mortality may be as bigh as 
60 to 70 per cent, among those who are attacked. It is in the trans- 
missio’i oi hi.lionic p’ :guo that fla* rat and (uahain lyp.*-; of rat (leas 
play tiieir ])ait. Ih'^'unonic pi.igiie is a l(»rm of scvcm’o iiiu iiiuonia 
set lip by the plagnc' g(a*ni and its infection is conveyi'd f^’orn person 
to persoo through thf‘ air. The chance of any one in co>ifaci with a 
patient contracting ])!ieinnonic plague is very higli and the rale of 
mortality is [iraetically cent, per cent. Tlic large majority of ]dagiic 
cases occurring in India is of the bubonic ty[)e. Occasionaily, llirough 
causes which remain largely unexplained, a case of pneumonic ])lagiio 
.starts in Mie midst of a Inibonic outbreak and then it runs a rapid 
course killing off all those who are attacked. In bidia such out- 
breaks of ])ennmonic plague have been so far strictly limited in the 
extent of tlieir prevalence, a termination being reached with the 
extermination of the specific group exposed to infection. In colder 
countries siicdi as Siberia, the disease may start with a limited number 
of biibo.nic cases, but plague pneumonia soon appears on the scene 
and the subsequent spread of the disease has often been rapid and 
extensive, with the result thai thousands have succumbed to it 
during specific epidemics. ProViably the climate is an important 
factor in determining the type of plague. Greenwood* states that, 
in the fourteenth century, plague as it spread slowly across Europe, 
exhibited the tendency to liecome ]ineiimonic in tlie winter and to 
change to the bubonic form when the weather grew warmer. 

• 6. Anti-plague Measures . — In India bubonic plague is the disease 
vvith which we have mainly to deal. As this form of plague is essen- 
tially a disease of rats in this country and as cases in human beings 
occur through the transference of infection from rats to man, the 
most important preventive measure in regard to the control of this 

* ** Kpidemics and crowd-diseases ** by Major Greenwood. 
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disease is the keeping down of rats in residential areas, which must 
help to prevent the occurrence of widespread outbreaks of rat plague 
as well as to reduce the chance of infection spreading from rats to 
man. When an outbreak of human plague is imminent or has 
actually taken place, other moas'-ires will also be necessary in order 
TO protect the comm unity concerned and these will hudude such 
steps as preventive inoculation, the evacuation of people from in- 
fected localities or houses and the provision of adequate treatment 
for patients. All these measures against plague should, as in the 
case of cholera, be enforced intensively in the endemic centres of the 
disease in order to secure definite control over its incidence and later 
its eradication, if possible. 

7. The m^cessary measures may broadly be divided into two 
groups, i^ermanent and seasonal. The former include: — 

(1) construction of rat proof dwellings and rat proof grain 

stores and railway godowns; 

(2) control over the . location of certain trades and industries 

which attract rats and 

(3) an improvement of the general sanitary condition of towfis 

and villages. 

All these measures are meant to keep down the rat population. We 
shall deal with them separately. 

Bat-proofing 

8. (aj Dirdliugs. — In ilic Netherlands East Indies, the authori- 
ties luive proinoU'd the (‘onstruction of a simple type of rat-proof 
dwelling by means of type plans and grant of subsidies. This mea- 
sure is said in liave had considerable inihienoe on the control of plague 
in that country. In the Cnmhum Valtey in jMadiira district of Madras 
Presidency, experiments were in progress for a number of years, 
under the auspices of the Indian Research Fund Association, and 
a type of liut, suited to village conditions, has been evolved, it 
costs less than Rs. 100 and has been shown by close observation 
to have remained free from rats for two years. TJie popularisation 
of such a type of dwelling should prove helpful in the campaign 
against plague. 

(b) Grain stores. — Rat-proofing of grain godowns is of special 
importance. At least in certain provinces local authorities possess, 
under tlie Local Self-government Acts, power to regulate the ^storing 
of grain for sale to the public. They should use these powers to 
ensure that such grain stores are not located in congested areas and 
that they are rendered rat-proof. It will also be of advantage if 
suitable stores and retail shops can be constructed by local authorities 
and rented out to grain merchants. By combining the enforcement 
of law with the provision of properly constructed stores from public 
funds it should be possible to control the grain trade in such a manner 
as to reduce effectively the danger which it now constitutes in places 
liable to outbreaks of plague. 

Storage of grain in private houses should also be controlled. In 
different parts of the country various types of bins and methods of 
storage are in use. It may not be possible to provide a single type 
suitable for use throughout the country; it is, therefore, suggested 
fbat provincial health authorities should, in consultation with their 
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local oflScers, prepare plans for a number of types of storage yessele* 
and induce the people to use them. 

The conversion of existing granaries into rat-proof stores should 
also be carried out on the lines approved by local health authorities. 

(c) Railway premises. — It is equally important to provide rat- 
proof godowns in railway premises. Grain and other material likely 
to attract rats are stored for varying periods at railway stations, thus* 
increasing the chances of plague infection. 

In all grain stores for wholesale and retail sale and in railway 
premises it is essential that, in addition to rat-proofing, measures 
for the destruction of the rats that may be introduced in spite of all 
precautions, should also be carried out continuously. Local healtK 
authorities should make suitable legal provision for the enforcement 
!)f this measTire and should ensure that it is carried out effectively. 

Location and Control of certain Trades and Industries 

9. Local authorities have power, under Local Self-government 
Acts, to regulate the location and the carrying out of a number of 
trades and industries which are likely to attract rats. For instance, 
the Madras District Municipalities and Local Boards Acts give to 
municipal and non-municipal health authorities the power to regulate 
a number of trades of which the following are examples: — 

(a) Washing soiled clothes and keeping soiled clothes for the^ 

purposes of washing them, and washed clothes; 

(b) boiling paddy, or camphor; 

(c) melting tallow or sulphur; 

(d) storing or otherwise dealing with manure, offal, blood, 

bones, rags, hides fish, horns or skins; 

(e) washing or drying wool or haff; 

(f) making fish-oil; 

(g) making soap, dyeing, boiling or pressing oil, making 

bricks, tiles, pottery or Ume; 

(h) manufacturing or distilling sago; manufacturing artificial 

manure; 

(i) keeping a public halting place, choultry or other rest-house 

for travellers, a hotel, restaurant, eating house, coffee 

house, etc.; 

(j) preparing flour or articles made of flour for human con- 

sumption or sweetmeats; 

(k) selling grain or jaggery wholesale or storing grain or jaggery 

for the wholesale trade; 

(l) manufacturing jaggery or sugarcandy. 

It will be seen that many of these trades, if carried on without 
3ue care, will provide abundant food to rats and will, therefore, 
help to increase their numbers. The location of many of these 
trades in densely populated areas should be discouraged, specially 
in regions where plague is endemic. If, however, these trades ar® 
permitted in such areas, due precautions should be enforced in order, 
to keep down the rat population. 

10. Improvement of general sanitation. — ^The throwing of garbage 
fat public, places encourages the breeding of rats by providing thena 
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with food. A general improvement in the sanitation of rural and 
urban areas will, therefore, be an important contribution to the 
campaign against rats. 

Seasonal Measures 

11. Temporary measures include (1) rat destruction, (2) a periodi- 
cal cleaning of homes, (3) control of movements of goods, particularly 
grain, (4) preventive inoculation, (5) evacuation of infected housea 
or localities and (6) treatment of patients. 

12. Rat destruction. — Of recent years the most effective method 
of rat destruction has been found to be through the use of cyanogas. 
It has been shown that fumigation of rat holes by cyanogas year 
after year constitutes an effective method of reducing the incidence 
of plague in endemic areas. Under the auspices of the Indian 
Research Fund Association cyanogas fumigation was carried out in 
Cumbum Valley over a number of years in order to determine its 
value as an anti-plague measure. The Plague Advisory Committee 
of the Association, after reviewing the results in December 1940, 
came to the conclusion that cyanogas fumigation operations, syste- 
matically carried out in the infected and threatened villages during 
the previous six years, had been mainly responsible for the marked 
reduction in the incidence of plague in this endemic area. We, 
therefore, recommend strongly the adoption of this measure in all 
endemic centres of the disease. 

IB. Periodical cleaning of homes . — A periodical cleaning of the 
house, particularly during the weeks preceding the plague season in 
the locality concerned, is a salutary measure in areas liable to out- 
breaks of the disease. The turning out of the contents of the house 
and exposure to the sun of bedding, clothing, furniture and other 
articles will help to disturb the rat population and to kill off the fleas. 

14. Control of movement of goods particularly grain . — The parir 
that grain traffic plays in the transport of plague infection, from 
plague stricken areas to those which are free, is well known. In 
regions, in whicli the disease is endemic, an attempt should be made 
by the local health authorities to study normal movements of grain 
and to ascertain the areas to which it is ordinarily transported in each 
month of the year. When such information is available it should be 
possible, by administrative measures, to ensure that grain knovm 
to be emanating from infected villages is examined and dealt with 
properly {e.g. cyanogas fumigation) before being sent out. In this 
connection, the closest possible co-operation between local health 
and railway authorities will be necessary. 

15. Prcyvcntive inoculation. — As in the case of cholera inocula- 
tion, the popularity of plague inoculation has steadily increased. The 
Director of the Ffaflkine Institute. Bombay, wlio is resy>onRible for 
the manufacture and issue of plague vaccine for use throughout 
India, has pointed out that, in spite of a continued fall in the 
incidence of plague, the demand for plague vaccine hn.s increased. 
When an outbreak of plague is imminent or when the disease is 
actually prevalent, preventive inoculation is the one measur e which 
should be carried out with the greatest possible vigour. 

16. Evacuation. — Evacuation of the residents from a house in 
which a rat fall has taken place and disinfestation of the house and 
rts belongings constitute important measures against the disease.. 
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Further, if rat falls occur in a number of houses in any locality ^ 
►evacuation of the whole area is desirable. It may, however, be 
pointed out that the procedure generally adopted for the removal of 
people from infected areas is, in many cases, unsatisfactory. Their 
removal should be accompanied by adequate measures to destroy 
rats and fleas in the personal belongings and other goods of these 
people in order to prevent the transmission oi’ infection. Such dis- 
infestation is, however, often cariied out 'pcrfun.ctorily with the 
result that plague infection is conveyed, on occasions, to the newly 
occupied areas. Secondly, as plague usually occurs in the colder 
part of the year, a conipulsorv transfonaice of grou])s of people from 
\vell-settled homes into temporary quarters is bound to create oppo- 
sition unless the new premises proviiled for them afford ron^-onable 
comfort. This requirement has hardly been met on many occasions. 
Thirdly, the camps to which the people* are removed :n*c n.ot often 
located sufliciently far from their original homes to pvt^vtuU jour- 
neys to the infected locality being made snrreptitionsly ai night. 
Wt' consider it necessary to draw special attention to these facts bc- 
caii'^c We feel that, if evacuation is to produce tlie intended results, 
it is essential to ensure the carrying out of the required measures 
OR ])roper lines. 

17. / /‘r (// ice/i (if pdtu'iiL'i. — Till rcccmtly, there was no sj)t‘cific 
iic’it 'civ plague tht* (‘Iforis (d' llie physician wer(‘ mainly 
f- ir-'rl*';'! cards iv'i.u rdief to th(‘ pat eul {uid to lh.‘ kec'ping np of 
Ids strength m tlie fight against <lis(‘ase. I’he manufacture of a 
potent S('rum has beeti attempted by more tlian one investigator in 
different cotintrics. A few years ago. the Director, Haffkine Insti- 
tute, ])repa’'C(l a serum wlnddi, on fu'ld trial, was (sf ahlishcd to be 
definitely more effective than the ordimirv form of troatment. 
Siilpliapyridin and snlphatliiazole have also found to h(‘ useful 

in the treatment of plague. Of the two, snlphai]^i:'/.()l(^ is considered 
the better drug hc(;anse its effectivones.^ is probably a litilf' liiglier 
and its toxicity less. 


6. LEPROSY 


■’ ‘ a ])rosy m Ind-a and its control was <'xamincd 

in great detail u: (irdr.l^er 1;}41 by a Special Committee, wliich wgis 
appointed by the Central Advisory Hoard of [[(‘alth, and hs report 
contains a large amount of vahia'blo information wdiich we have 
frcrdy utilis*'d in the preparation of this section. 


The Incidence of Leprosy in India and its Geographical Distribution 

'2. Census cniimcfali'ms of l(‘pro.sy patients have always becii 
serious uiu]''rc''-timat<^’s of tin* rc'al incidence of the disease. The latest 
available enumeration (for 1931) places the figure for India as a whole 
in the neighbourhood of 150,000, an advance of about 50 per cent, on 
the 1921 enumeration. On the other hand sample surveys carried out 
by speeiallv trained medieal men in different parts of the country 
havh shown that, for the areas concerned, the actual numbers of 
lepro.sy patients are many times the figures recorded at tlie 1931 
census. Lasing its calculations on the results of these surveys the 
special Corniriiftee referred to above estimated that the number of 
cases of leprosy in the country “is probaldy at least one million 
It should, however, he remembered that a high proportion of this 
total figure consists of non-infective cases, these being as high as 
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70 to 80 per cent in most parts oi India. Even so, infective 
patients may well be in the neighbourhood of a quarter of a million 
in the whole country. 

8. The highly eiideniie ureas of l(3pro:sy in India are certain parts 
of Western Bengal, of Orissa and of Madras. Broadly speaking, 
the incidence of the disease is high in a belt of territory covering 
the southern portion of the peninsula, including Cochin and Tra van- 
core, and the cast coast of India. A belt of moderate incidence 
runs across Northern Jndia along the Himalayan foot hills, while 
Central India also shows a moderate prevalence of the disease 
together with certain foci of higher incidence. In North-Western 
India, including ])arts of the United Provinces and the Punjab, 
liajputana, Sind, Baluchistan, North-West Frontier Province, 
Gujarat and the iiorlherii part of the Bombay Province, the incidence 
of leprosy is remarkably small. 

^ 1 . Tn th(' highly endemic areas its incide»u*e may range from two 
to five per (‘cnl of the population. In rcslricted areas in su(*h ende- 
mic regions the proportion of cases may rise' to 10 per cent of the 
population while individual villages may show a rate as hiuh as oven 
15 to per eenh. Tu the non-endemic re"’ons of North-Western 
India, on tin"' other hand, lar re areas may slion’ no cases at all while 
the ?ren('ral h'vol of iueid'uico i'j stated to he a*^ lov.* as; O-Ol per cent 
or one ])er ton ^housiind of the population. 

5. The nnblic In^alth aspect of the leprosy problem in an area is 
determined not mev^dv ])y tiv* raO* o^ incidence of the disease^ in the 
population hut also bv the relative severity am] ir)f»‘‘ctiveuess of 
individual cas('*s. Caso'^ ef leprosy are l)roadlv divided into two 
grouf)#;, the * 'neural” and "lenromatous” typos. The former consti- 
tutes the "benign” form of Icprosv and, as ])ointod out by the 
Tnternat ional TiCprosy Cougrev'^s. 1088. “flieso case^ givt* evidei'ico of 
relative* resistance to the infection, or of iv'lativel-- poo8 prognosis 
as regards life altliough mutilation may taho place .... Baeterio- 
logically th(> skin lesions are ty]a('ally hut not uivaririhly found 
negativ(' by standard methods of examination, though the nasal 
mucosa may be found positive.” The lei^romatous tyj)e consists, on 
the oilier hand, of the "malignant” form of lepro.ev, “in wliicb the 
])atient is relatively nou-re.si^tan( , lias a ]>nor prognosis', and exhibits 
lepromatous h*sions of tin* skin and otlua' organs, r-peciallv the nerve 
trunks*. Bacteriological examination usually reveals ahuudant 
bacilli.” It IS therefore the lepromat(»us case that is usually much 
more infective than the neural cki^c. While for tin* country as a 
whole the proportion of lc])r()niat()Us caspc; is estimated at .about 20 
per cent of the total number of leprosy ]>ationts', theri* are areas 
where tlic proportion of this soverer type is as low as 4 per cent and 
others in which it rises even to .50 per c‘ent. The Committee has 
stated that "it is unusual in India to find an area where le]'rOvSy is 
both very common and severe. In Bengal, Bihar, Ori.ssa and in the 
’lorth-enst part of the count ry in general, le])rosy appears to be 
relatively eommon and relatively mild. In the foot hills of the 
Himalayas and in the areas to the north west, lepiwy is relatively 
rare and severe. Tn the south, r.f/., M^adras, leprosy is very common 
but also more severe tlian in the north -cast, though less Sfevere than 
in the Himalayan foot hills.” In estimating the importanct* of 
leprosy as a public health problem the rate of incidence and the 
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relatiye proportion of the lepromatous type should both be taken 
into consideration. 

6. Two other aspects of the leprosy problem should also be con- 
sidered in connection with a survey of the incidence of the disease^ 
in the country. These are (1) leprosy among beggars and (2) industry 
in relation to the disease. 

nie Problem of Beggars with Leprosy 

7. Beggars with leprosy are found in varying numbers in a large 
number of towns and cities, in places of perennial pilgrimage and in 
all centres where pilgrims congregate periodically. The Special 
Committee has pointed out that, in Calcutta, there are about 
1,000 beggars with leprosy, most of them having come from other 
provinces, and that the profession of begging has been organised by 
them to a high degree of perfection under a headman. Many of them 
are married to persons who are also suffering from leprosy and the 
quarters occupied by them are usually separated from those of the 
general population. In religious centres the common custom of giving^ 
alms to beggars and the frequent feeding by charitable persons consti- 
tute incentives which help to concentrate them in relatively large* 
numbers. The large majority of these beggars are leprosy patients. 
While a certain proportion of them are burnt out cases and are non- 
infective, the Committee point out that ''the statement not infre- 
quently made that almost all beggars with leprosy are not infective 
is not true." 

Leprosy in relation to Industry 

8. The Committee has thus briefly stated the problem: — 

"During recent years some evidence has been accumulating to^ 

show that the development of industry is probably having an influence 
on the spread of leprosy and the possibility of this increase must 
be borne in mind. Leprosy surveys of industrial workers have been 
carried out in various parts of India and an incidence of between 1 
and 2 per cent has often been found, and a considerable number of 
cases have been infective cases. The presence of these infective 
cases in the crowded htisties and living quarters of industrial workers 
is a definite menace to the other workers and their families. The 
fact that the industrial population of India is largely migratory 
increases the menace to public health. Not infrequently in village 
surveys one comes across patients with leprosy who* attribute ♦^he 
disease to having been infected while working in industrial centres. 
Sometimes such a patient having contracted the disease in an indus- 
trial centre, will return to his village and introduce the disease there 
where it was not previously found". 

The question of dealing with these two aspects of the leprosy 
problem will be considered later in this chapter. 

Existing Anti-leproiiQr Work in India 

9. Existing anti-leprosy work is being carried out largely by 
voluntary organisations although, in recent years, Provincial Govern- 
ments have begun to show an increasing interest in the promotion 
of this branch of health activity 

10. The Mission to Lepers, which was founded by Wellesley 
Bailey in 1875 with its first leper institution at Chamba in 
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Punjab, is the largest agency engaged in anti-leprosy work in the 
^country. At the time of his death in 1967 there were 32 institutions 
under the Mission in India and these housed 8,000 patients. Further, 
the Mission gave financial aid to 17 other institutions which provide 
ior 2,600 additional patients. Besides those maintained by this 
Mission 16 other institutions are maintained by difterent Christian 
Missions. Lately Provincial Governments and even local bodies 
^(district boards and municipalities) have started the establishment 
of in-patient accommodation for leprosy. Nevertheless, the Com- 
inii^tee estimated that the total accommodation available for the 
segregation and treatment of patients of this disease was only about 
14,000 for the whole country. 

11. Another organisation which requires special mention is the 
•Indian Branch of the British Empire Leprosy Belief Association, 
which was established in 1925 with funds derived from a public 
jappeal by the Viceroy of India. This Association has actively helped 
in the organisation and carrying out of leprosy research, the provision 
of facilities for special training for doctors in the diagnosis and treat- 
ment of the disease, propaganda and co-ordination, through its pro- 
vincial branches, of governmental and voluntary effort in the 
•campaign against leprosy. 

Certain Points to be considered in Planning an Anti-leprosy Campaign 

12. Certain points require consideration in connection with the 
planning of an anti-leprosy campaign. They include the follow- 
ing: — 

(1) Although leprosy is a communicable disease its rate of spread 
is relatively slow in comparison with such diseases as cholera, 
emall])Ox, plague, malaria and tuberculosis. 

(2) The exact mode of transmission of leprosy infection is not 
known but it has been recognised that prolonged and close contact 
between the infective patient and a healthy individual is necessary 
before the latter becomes infected. It has also been recognised that 
children are more susceptible to the disease than adults. A child 
bom of an infective leprosy patient and removed at birth does not 
develop the disease. On the other hand such children, if not separat- 
ed from their infected parents, acquire the disease in a large propor- 
tion oi cases. Evidence has been cited to show that the rate of 
infection may be as high as 80 per cent. Adults similarly exposed 
to infection (for example the wife of an infective husband and vice 
versa) contract the disease to a much smaller extent, the proportion 
of those developing leprosy being only about 6 to 10 per cent. 

(3) The infective patient may. not often be easily recognised. 
Those in an advanced stage and with deformities may often be 
non-infective while others with no easily recognisable outw^ard signs 
of the disease may prove, on close examination, to be infective. 
In a broad sense it is true that it is the more severe lepromatous 
type which usually possesses a high degree of infective power. 

(4) Isolation of the infective patient is the one measure which is 
advocated by all leprosy workers throughout the world as the most 
effective method for controlling the spread of the disease. An anti- 
leprosy campaign must therefore place the isolation of infective 
patients in the forefront of its programme. The fact that the number 
requiring isolation in the country as a whole may well be about 
*250,000 and that the period of isolation necessary for individual 
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patients may extend to many months or even years makes the adop- 
tion, on a suliiciently wide scale, of this universally accepted method 
of control by no means easy. This does not, of course, mean thaij- 
no steps of definite ])ractical value can be taken in this direction in 
the immediate future. 

(5) The value of treatment as a preventive measure in leprosy is 
much more limited than in many other iniretioiis diseases, in which 
a cure or an etic‘envc arrest of the spread of infection in the patient 
{e,g., tuberculosis) may be established and the iinlividual rendered 
innocvuHis as a transmitter of the dis('jisi‘. Tre^atnumt lias, howcfV’er, 
its place in the anti-lcprosy campaign and we sliall refer to it later. 

OUR RECOMMENDATIONS 

i;.». If l]i(‘ v!; ;m! ‘; ii (.f ant i-! *j/i-osy Work is to proca'ed on 

soood liiK's ilir ^ ia.o 'di ..id, i'l ('.ur ;)n, malve provi.-ion for: — 

(a) the investigation of lepr. .sy as a public health problem in 

loci'd areas; 

(b) llu' orgamsati('n (U* euraliv** and prevcaitivo measun's in 

those .Mi\‘as in whicdi tlie ]>revalenco of disease* is 
shown to l)e suflieiently high to require siu*h .measures ; 
fe) ddi-‘ siim''MtioM of voluntary elVort to siijqihnK'nt tlu' work 
aca'oiunlished liy the {)u! lie* aiUhoro'y and 
(d) ediiiea. ::):i of liio piibiu'. in to seein’t* ilieir inh lliytmt 

co-operation in the anti-leprosy campaign. 

Id. an . •oi iri > towards t ."Maimnent of ilio purposes 

indicated under (a) an I i!)) a’n-'\'*. pr. \-i-ion will Inive to ix' made for 
speei.al training' hi d’t-»'’ iosi'^ a^td trea.ni'-nl fd h'|)i'o>y al ilie, 
U7ir]eri:ra(luat(‘ and nos' ur;iduate stava^s of mctlical (Hlueaf’on atid for 
the aeiivt* j.i’iinotioii < a-ptv-v rt'-eareh. r will !.'■ r^'r'.-illed, in iliis 
cormerdion, that in ilie (diajJter oti [)rofess:o:ial (alueatlon we have 
specially drawn att-aition to tlio need for sutdi provision, and in order 
to provide post -‘U’aduata^ tfaudiin-: and rie^etireli facilitit'S of a high 
order, we have reeomme]Kh‘d the creation of a Tentrtil [.eprosy Insti- 
tute in an area with abundant suitable clinical material and have 
further sug-Cfested that the Central Oovermnent should assist in its 
establislmients <and Tnainfcnance. We shall deal with the organisation 
and functions of this Institute in some detail later in this chapter. 

15. In order to protnote anti-leprosy work on the lines indicated 
under (a) to (d) abovf' wc put forward the following proposals for ^he 
short-term programme. While recognising that thev can only bo 
considered as the first step towards the solution of the leprosy pro- 
blem, the magnitude of whieh we fully realise, we believe that they 
will constitute, if imrdemented, a substantial advance on the mea- 
sures that are now in force for the control of the disease. 

The creation of Provincial lieprosy Organisations. 

(2) An increase of the existing provision for institutional 
treatment, out-patient and in-patient. 

(fi) Development of eroun isolation colonies. 

(4) Substantial financial help to voluntary organisations engag- 
ed in anti-leprosy work. 

The Provincial Leprosy Organisation 

16. We have already mentioned that by far tbe largest proportion 
of anti-leprosv work in tbe country is now being carried on under the* 
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auspices oi; voluntury oigauisatioiis. Wliilo fully recognising the value 
of voluntary elfort in this aiui in other lields of health activity, we 
must emphasise the view that the primary responsibility for taking 
adequate measures against the disease should rest on (joveniiiieiits. 
We find that w(' a)-e suisj'atcd ui this opaiioii l)y the Fourth inter- 
natioual Conierenee on lje])rosy at Cairo in IDdS, wh’eh pointed out 
that the control ol lepros,^ should h(! “the iiieseai)ar>le respoiisioility 
of tile (joveriinients eeaieerned”. We thereiore eonsith.*r it essential 
that, as a preliminary step towards organising provincial anti-leprosy 
work on sound lines, a leprosy organisation should be created ai the 
headquarters of each province in which the disease is a definite 
public health prohhnn. This leprosy organisation should he an 
integral part of the ])i'Ovin(*ial health service*.. Tin', special Committee 
has ])()int(‘d out that, in the past, vvh(‘n proviiieial aiii horit i('< liave 
shown some intfirest in, and responsibility for, anti-leprosy work, 
“the;- have* oftiai done sr) in a half-hearted way. j'liey ha\i- ap[-{jinted 
a very small poorly paid and sometimes i)oorly (pialified staff”. Tlie 
Committee w(‘nt on to say lliat in the Philippine Islands and Japan 
“leprosy worlu'rs are Government servants- -well qualified, well 
trained, specially cdiosen for the work and given excellent status, pay 
and prosjx els, at h'ast erpiiva.lent to those of similar me»i nealical 
and p’.ihlie ]ii*:iilh departne-nl s’ We desin* to set* a similar r^olicy 
follr)w> (1 in T'idia ;ilso. Tlu^ ]a’ovineial h*prosy ra-ganisal !« j’i \v».' are 
recommending (details will be found in appendix 10) will he controlled 
h\ a provincial f a'prosy Otfieer attacli'd to the establislmu ;:t ■he 
Director of Health Services. Tills OtTicer sltould have had, besides 
spe(‘ial frainine io, lonro,sy, ennsid('ra!)lt' t'Xpt ri'atet* in organ,;-!-'.' ami- 
h'pro'-’v wo]'k' in its diffon'iit hranelu's. inehid’ng ^a]rvey. and 

in-])a!i-‘n{ tt'catmonl of l^'orosy ])a1:onts anfl t]u> dev* ha'i, -nt of 
mt'a^ina s for group isolation of infet'tivc [)atients through 
villa': • ool-’ ih's. Ih* v. ill he assi^-f^'d hy a sniiahle nunih- r of as":i-e;>ips 
to pri'iiiofi' nri‘\-entive and tn'atment worl: cn the lines indiv'ated 
above. Tcpaiamiologit'al field hi vc'st igat ions in e1ns(' as-oeiation with 
lahov/itorv ]‘('s(’are]i form an ('ssentiai t’lart of an anti-l nrosv campaign 
on sound hues. Provision for tlu'sc^ should therefore form a nart of 
the propo.sed provincial organisation. The suggestion we have made 
(see .AppcTidix 10) for the composition of such an organisation will, of 
conrso. he subjc'ct lo the needs of individual provhtca's and slunild he 
modified in relation to them. 

An Increase in the Existing Provision for Institutional Treatment, 
Out-patient and In-patient 

17. It seems appropriate to begin with somi' remarks n'garding (lie 
value of leprosy treatment. Special treatment for the disease is 
through the administration, usnally hv injection, <d some preparation 
of Hvdnocnrpus wightiana or chaulmoogra oil. Additional treatment, 
medical and surgical, is also given to deal with special conditions as 
they arise. About twenty or twenty-five years ago striking results 
were claimed as the result of TTvdnoearpus oil treatment and great 
expectations were aroused in regard to the control of the disease 
through a wide expansion of treatment facilities. These expectations 
have not, however, been fulfilled because it became recognised, after 
some years, that this treatment has but limited value in arresting the 
progress of the disease. Tt has been found flint, in many of the 
“benign” eases, the improvement noted in treated patients often takes 
plane in untreated cases also. Fnrtheri Dr. R. 0. Cochrane, who has 
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iiad considerable experience of anti^leprosy work in this country, has 
pointed out in a memorandum submitted to us that **6ven with 
modern methods of treatment about 60 to 85 per cent, of all persons 
who suffer from lepromatous leprosy do not recover siifficiently for 
them to return to work, and the great majority of these remain in- 
fective*'. Treatment has therefore a limited value. While recog- 
nising this, we still hold that the provision of treatment facilities has 
a place in the campaign against leprosy. Apart from such relief as 
it may give, the co-operation of patients and their relations cannot be 
secured in the measures against leprosy without providing treatment. 
JBy the establishment of treatment centres it will be possible to 
attract patients and then, through investigation in their homes and 
through the information supplied by them, to discover the extent of 
leprosy infection in the area concerned. Educational propaganda and 
other preventive work can also be carried out more effectively when 
such co-operation is available. Moreover, surgical and medical treat- 
ment in respect of various conditions as they arise afford some relief 
to the patient even if the progress of the disease cannot in all cases 
be effectively checked. The provision of treatment facilities should 
therefore definitely form a part of the anti-leprosy programme. 

Out-patient Treatment 

18. At present such treatment is available in (1) leprosy clinics 
in association with general hospitals, (2) special leprosy clinics and 
(3) the out-patient departments of leprosy hospitals. Of these the 
Special Committee considered that the work done at the clinics under 
category (1) was in many cases of poor quality because the doctors 
concerned lacked special training in leprosy and because insufficient 
attention was paid to this disease owing to other heavy duties in the 
hospital. Special leprosy clinics are generally under the charge of 
doctors trained for the diagnosis and treatment of leprosy but these 
medical men are often ill-paid and entrusted with the charge of too 
many centres to give effective attention to any of them. The out- 
patient departments attached to large leprosy institutions are, in the 
opinion of the Committee, providing the best form of treatment partly 
because the doctors in cliarge are specially trained for the work and 
partly because the laboratory and other facilities of such institutions 
can, to some extent, be made available to those who are treated in 
the out-patient department. 

19. The leprosy clinic should perform the dual role of spreading 
remedial and preventive care among the people in the same 
manner as the tuberculosis clinic in the campaign against 
that disease. In order to ensure that these functions are perfonned 
satisfactorily it is essential that the medical officers in charge of all 
leprosy clinics, whether they work independently or in association with 
hospitals, should have had special training in the diagnosis and treat- 
ment of the disease. Further, there should be provision for follow- 
up in the homes of the patients. Their contacts should be persuaded 
to attend the clinic for examination and suitable treatment and 
advice* where necessary. We have already pointed out that children 
are much more susceptible to leprosy infection that adults and every 
effort should be made, during home visits by the doctor and the nurse, 
to impress this fact on the people and to secure, that, as far RB 
possible, children are safeguarded from possible infection by the 
^carelessness of infective patients. 
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20. We recommend that a start should be made by providing 
properly equipped and staffed leprosy clinic in association with every 
hospital we have proposed at the secondary health centre in those 
parts of the country in which the prevalence of the disease justifies 
such provision. In addition, as these clinics are most needed in close 
proximity to the areas in which the incidence of the disease is high, 
the provincial leprosy organisations we have recommended should 
survey the needs of such areas and formulate schemes for the provi- 
sion of an adequate number of such clinics. In many of the highly 
endemic centres of leprosy a certain number of these clinics already 
exist and the immediate need is to staff and equip them properly 
and improve the quality of the work they have been doing. 

In-patient Accommodation 

21. Existing provision for the treatment of persons suffering from 
leprosy as in-patients in hospitals is, as we have pointed out, limited 
to about 14,000 beds while infective cases requiring isolation may well 
be about a quarter of a million. If an effective control is to be 
exercised over the spread of the disease it will be necessary to provide 
for the segregation of the vast majority of infective cases, many of 
whom may require, because of the severity of their illness, admission 
and treatment in a leprosy hospital. Indeed the pressure on existing 
hospital accommodation is so high that “practically every leprosy 
Institution in the country is full, and thousands of applications have 
to be refused every year for lack of accommodation The need for 
a considerable increase in the existing provision for the in-patient 
treatment of the disease is therefore evident. We propose tnat, in 
the first five years of our programme, an additional 14,000 beds should 
be provided to supplement the existing accommodation and that, in 
the next five years, an equal provision of another 14,000 beds should 
also be made. 

22. The Special Committee’s remarks regarding the lines on which 
lepros}^ institutions should be developed are pertinent and are quoted 
below: — 

“Local authorities and Provincial Governments have in the pasii 
tended to build leprosy institutions in or near towns and somewhat 
on the lines of general hospitals, with large wards housing numerous 
patients and with limited land. Missions have, however, built their 
institutions chiefly in rural areas on larger pieces of land and the 
patients have been housed in small numbers in small rooms or else 
in cottages. 

“The disadvantages of the hospital type of institution in or near 
a town have long become apparent, and the modern tendency is to 
develop leprosy institutions more on colony lines and well outside 
towns, the patients often being housed on the cottage principle.*’ 

23. Two types of institutions are needed. One is for the isolatioii 
aiui active treatment of .infective patients and the other is for those 
)vho are so disabled through crippling and deformities as to require 
institutional care. The latter are generally non-infective and there- 
i^ore not dangerous from the point of view of spreading the disease. 

they are often homeless, poor and unable to take care of them^ 
pelves and the provision of asylums for such incurables is dictated by 
humanitarian considerations. We are not in a position to indicate 
how the proposed extension of hospital accommodation should be> 
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distributed between these two types of patients. We have not even 
attempted to suggest in what manner the new beds should be allo- 
cated between the provinces. We have little information before ua 
regarding the incidence of the disease in different areas and tha 
relative proportions of active infective cases and incurables in these 
areas and, in the absence of such information, we must leave it to the 
Provincial Governments concerned to work out, in mutual consulta- 
tion, where necessary, the extent of provision to be made in then 
respective territories. In developing such hospitals it may be ol 
advantage for neighbouring provinces, e.g., Bihar and Orissa, to pool 
the available resources and establish joint institutions to serve the 
•needs of their peoples. 

Development of Group Isolation 

24. Tlic special Oomniittee lias poiiite.I out that, in the past, th;? 
isolation of leprosy patients in their own homes was widely practised 
by the people in India hut that the tradition has gradually weakened 
in the country as a whole and that it survives, as an effective measure 
only in one or two isolated parts of India, an example being: tbn 
Rangra valley in the Punjab. Although attempts have been iiiads 
to revive the nractice, the Committee considers that the results havr- 
been disappointing and that “from the experience so far gained, if 
cannot be said that home isolation holds out much prospect of heinj; 
widely and properly practised'*. 

25. On the other hand the c’ommittee advocates the investigation 
of the possibilities of group isolation. In this connection certain poiiitg 
to remember are that the period of isolation will be long, perhaps years, 
that provisi(^n should be made for medical care although it may not be 
of a very high standard, that the scheme if it is to he widely adopted 
should he sufficiently cheap to suit the economic level of the country 
and that provision should he made to promote cor])orate life in the 
isolated community and to enable the more able-bodied mi'inhors of 
it to work and contril)iire towards the maintenance of the colony 
We give, in tin’s connection, extracts from the Public Flealth Cotn- 
missioner s annual report for 1936 as Appendix 18 in which are 
described a successful experiment of this n.ature at TTzuakoli in Africa 
and a more modest rural experiment in the Centnil Provinces, both 
of v'hich were under the auspices of Missionary l)o<lien. From a 
memorandum submitted to im by Dr. Dharmendra, who is tin' 
heprosy Research Off’iC(‘r under the Indian Council of the British 
Empire Tieprn.sy Relief Association, we understand that a large-scale 
rural leprosy isolation scheme will be shortly inaugurated in Banknrn 
district of Western Bengal, where the disease is w-dely prevalent. Ha 
says, “It is essential to work in a selected area of a reasonable size, 
try to isolate almost all the infective cases, and watch over a number 
<if years the effect of this isolation on the spiofid of the disease ir 
the area. The British Empire Leprosy Relief Association, Indian 
C.ouncil, is y)roposing to organise such a centre in connection with its 
Leprosy Investigation Centre, Bankura. The area under the Bankura 

‘Investigation Centre appears to be specially suited for this kind of 
work, since in this area we possess definite information about the 
incidence of leprosy for the past 8 years. In this area we definitely 
know that for all these years there has been no tendency for th<^ 
disease to decrease. If the isolation of a large majority of infective 
cases in this area is followed' by a decline in the disease we can ha 
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that tha decline ie attributable to isolation/' The results of this 
‘experiment will be awaited with interest. 

2b. Individual schemes for group isolation can perhaps be deve- 
loped with advantage for a number of villages in which leprosy is pre- 
valent. Such schemes will require careful working out taking into 
-consideration local conditions, including the habits of the people. 
That they will occupy an essential place in the anti-leprosy campaign 
is unquestionable because they alone can provide for the isolation of 
the large numbers of patients requiring segregation. We consider 
experiments on these lines so important that we have suggested an 
annual expenditure of three lakhs on the development of group isola- 
tion during the first ten years. 

Tinancial Help to Voluntary Organiaatioiis 

27. Voluntary agencies, particularly missionary bodies, liave so f.^r 
contributed more to the development of anti-leprosy work in India 
than public authorities. We have recommended a wide expansion of 
measures against the disease which will be the responsibility of 
Governments and of local health authorities. We have no doubt that, 
even with such expansion, it will be necessary for voluntary effort 
to continue unabated in this field and have therefore suggested 
provision to the extent of 187*5 lakhs during the first ten years 
to subsidise such efforts. 

The Central Leprosy Institute 

28. Our proposalfi for the organisation, maintenance a!\d control 
of this and of similar institutions for certain other diseases have been 
set out in the section dealing with post-graduato medical educiatiori. 
Its function will include the training of leprosy workers, the active 
promotion of research in this subject and the development of an 
information service providing the latest information regarding the 
treatment of the disease and anti-leprosy work in general for the 
benefit of Governments and organisations interested in leprosy in 
India. It should assist Provincial Governments in the development 
of their campaign against the disease, if so desired. It should be 
located in an niea which provides suitable clinical material in abund- 
ance and should have, attached to it, a large leprosy hospitol together 
with its out-patient department and a group isolation colony. The 
devtdopnient of clinical research and field investigations, as distinct 
from laboratory studies, should be an essential pert of its duties 

The Leprosy Problem among Beggars 

29. The two problems of mendica-ncy mid of lepmsy in this class 
ptTsons are so closely connt'cted that it is doubtful whether the 

quoj^tion of leprosy can be isolated and dealt with satisfactorily. The 
f^uhject of mendicancy goes beymid the scope of the enquiry which wc 
hnv(‘ undertaken. Yet some attem^it to control leprosy in this class 
prople is urgently required. We have already referred to the 
l^^j^gars with leprosy in Calcutta. While their voluntary living 
together in quarters isolated from the general community does mini- 
to a large extent the possibility of the spread of infection 
^^*^*<‘pt among themselves, a disquieting feature is that many of them 
married and are rearing families so that, with the high snseepti- 
bility of children to the disease, the group is gradually becoming 
‘Jifectod in an increasing degree as time goes on. Moreover 
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in Calcutta and in all other centres where beggars with leprosy con-* 
centrate, e.gr., places of perennial pilgrimage, it is likely that com- 
mingling takes place to some extent between them and those belonging 
to the lower economic strata of the general population. Such contacts 
is bound to help the spread of the disease. The complicated nature 
of the problem, including its local characteristics in specific areas^ 
makes it desirable in our opinion to leave it to provincial health 
authorities to work out plans for anti-leprosy work among this olass^ 
of people, taking all local circumstances into consideration. 

Industry in Relation to Leprosy 

30. Here again the problem can be dealt with satisfactorily only hy 
taking local circumstances into account. In the first place provinciat 
leprosy organisations should attempt to estimate the extent of inci- 
dence of leprosy among industrial workers in the different industrial 
centres included in their territories. Next, wherever it is shown to be 
prevalent, measures for the detection, isolation and treatment of all. 
infective cases should be undertaken. It is essential to ensure that 
such infective patients are not permitted to live along with other 
workers in quarters, which are often overcrowded. If a local organi- 
sation to deal with leprosy in the general population has been develop- 
ed, the facilities which are available there can of course be utilised for 
industrial workers also. If such facilities do not exist, special 
provision will have to be made if the prevalence of leprosy among" 
industrial workers is sufficiently high to justify it. If not, the few 
cases to be dealt with can perhaps be best provided for by transfer- 
ring them to the nearest group isolation colony. 

Legislation 

31. The Special Committee has discussed in its report (extracts 
from the report are given in Appendix 19) the defects of existing legis- 
lation regarding leprosy in British India and has pointed out the need 
for providing a comprehensive Act, which will modernise the existing 
law and deal with the problem in the country as a whole. It has also 
indicated certain principles on which such legislation should be 
based. We recommend that the suggestions of the Committee should 
receive the early attention of Governments in the country. 

7. VENEREAL DISEASES 

Introduction 

1. The incidence of venereal diseases in India is unknown. In 
our review of the venereal diseases problem in the previous volume oi 
the report, we have already referred to a survey made by Sir John 
Megaw, a former Director-General of the Indian Medical Service, 
of the incidence of syphilis and gonorrhoea in this country. For 
reasons already indicated there, the value of am estimate based on 
this survey must be considered to be strictly limited. Nevertheless, 
the rate of total incidence for these two diseases which he calculated, 
namely, 87 per thousand of the population, is sufficiently high to 
point to the urgent need for fuller investigation as well as for the 
starting of a campaign against them on as extensive a scale ns cir- 
cumstances would permit. Their importance from the point of view 
of producing sickness and incapacitation cannot be over-emphasized. 
Both syphilis and gonorrhoea are responsible for much blindness 
Of the two, syphilis is the more important. If not treated in time- 
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^nd adequately it produces degenerative changes of a varied charac- 
iter in the internal organs of the body and, in a certain number of 
cases, it also causes the condition known as the general paralysis of 
the insane. The disease is transmissible from parent to offspring 
and is responsible for a considerable proportion of the abortions and 
premature births that take place. Syphilis accounts also for a large 
amount of mental deficiency. Gonorrhoea, in its turn, contributes 
to ill-health through joint troubles and various conditions affecting 
the genito-nrinary organs in both sexes. In women it may produce* 
-sterility. 

2. Gonorrhoea and syphilis are infectious diseases and the main 
lines on w’hich action should be taken against them would therefore 
seem be the same as those adopted against other communicable 
diseases, namely, (a) notification of their occurrence and (b) control 
of the spread of infection from persons who are in an infective stage 
to those who are healthy. There are, however, certain special 
features in respect of these two diseases which would necessitate a 
modification of the normal procedure adopted for the control of other 
infections- These arise from two causes.. Firstly, the social stigma 
associated with venereal diseases results in the desire for conceal- 
ment on the part of those who suffer from them. Secondly, as their 
spread is mainly through sexual intercourse, the measures for con- 
trol must differ, to some extent at least, from those adopted to 'pre- 
vent the transmission of such diseases as malaria, smallpox, cholera 
or tuberculosis. 

lYotification 

.S. While compulsory notification has been recognised as a mea- 
sure of great importance in dealing with infectious diseases in general, 
such a measure would probably fail to achieve the purpose in view 
when applied in the case of venereal diseases because of the widely 
prevalent desire, on the part of the patients and their relatives, to 
conceal their occurrence. The British Parliament, when sanctioning 
for the first time in 1916 a comprehensive scheme for a campaign 
against these diseases, took this view and did not include compulsory 
notification as one of the meirsures to be adopted by health authori- 
ties. It was held that, by the provision of adequate facilities for 
free and confidential treatment, suflBcient response could be 
evoked from the people to make the fight against these diseases 
effective. This assumption has in the main been fulfilled. Be- 
tween 1917, when the first free clinics were opened, and 1940 the 
number of such treatment centres in England and Wales rose to 
188. Tt is true that, in the absence of the enforcement of compul- 
sory notification, the numbers of cases treated in these clinics can 
provide only an estimate of the probable incidence of the infections 
in the population. It seems however fairly safe to assume thart, 
with the continuous education of the people in regard to the dangers 
associat(‘.d with these diseases, the annual numbers treated for newly 
acquired infection should increasingly become reasonably correct 
indices of the prevalence of syphilis and gonorrhoea. Judged by 
such figures their incidence decreased by about 70 per cent, between 
i917 and 1940. Additional evidence' of a confirmatory nature is a 
^’eduction in the mortality due to congenital syphilis to tlie extent 
of about 62 per cent, during the same period. It is imderstood, on 
^he other hand, that in Denmark, Holland, Norway and Sweden 
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hotilif*.ation and treatment are both compulsory and that the inci- 
dence of syphilis has in consequence been very considerably reduc- 
ed. It is argued that, in order to ensure complete treatment so a» 
to render the patient non-inf ective, and to extend such treatment to* 
as wide a circle of patients as possible, the element of compulsion 
is essential. This may be so. We feel, however, that the intro- 
duction of compulsory measures represents a stage, which can be* 
reached only after a period of persuasive propaganda and the pro- 
vision of adequate free treatment facilities have awakened in the 
public mind a recognition of the supreme importance of stamping 
out venereal diseases and have created a demand for the enforcement 
of the strictest possible measures of control. In these circumstances 
we believe that, in organising a campaign against these diseases in 
India, it is not desirable to introduce compulsory notification at this* 
stage- . 

The Organisation of Control Measures 

4. The measures which are necessarj^ for the control of these 
diseases may be divided into two broad groups, namely, (1) those* 
which provide the best available forms of medical care, preventive 
and curative, and (2) those which are .designed to discourage pro- 
miscuity and to control prostitution. 

Provision ol Medical Oare, Preventive and Curative 

5. The measures required under this head include: — 

(1) free treatment to all persons seeking such treatment; 

(2) facilities, without payment of fees, for personal prophylaxis; 

(3) adequate diagnostic facilities; 

(4) the creation and maintenance of a follow-up service and 

(5) education of the people in regard to the spread and con- 

trol of these diseases. 

The sequence in which these measures are set out is not meant 
to suggest any priority in regard to their implementation. The aim 
should, indeed, be to promote as far as possible their simultameous 
development. For instance, the provision of facilities for free treat- 
ment and personal prophylaxis is likely to be of little value unless- 
an intensive educational effort organised at the same time helps to 
promote a desire in the people to avail themselves of such facilities. 
The establishment of adequate laboratory services to ensure the 
correct diagnosis of these diseases is essential for the organisation of 
the campaign on sound lines. The proposed follow-up service is in- 
tended to carry into the homes of the people the preventive care 
which forms a fundamental part of the fight against these diseases, 
and should therefore be established from the very beginning. 

6. It, feerns to us that a special organisation for dealing with- 
venereal diseases should be established in each province as a part of 
the provincial health department. The creation of the post of a Pro- 
vincial Venereal Di.seases Officer, with suitable assistants, on the 
establishment of each Provincial Director of Health Services is neces- 
sary. It should be the duty of this officer to plan the campaign 
against these diseases and to promote the development of the required 
services in close collaboration wdth the other branches of health 
administration. - Certain suggestions for the composition of this orga- 
nisation at the provincial headquarters are given in Appendix B. 
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These will of course be subject to such variations as the require- 
Daents of individual provinces may necessitate. For the provision of 
tree treatment and of facilities for personal prophylaxis we 
recommend that the following provision should be made during the 
short-term prqgramme. — 

(1) The establishment of venereal diseases clinics in association 
Jvith the main general hospitals at the headquarters of the province, 
of each district and of every secondary health unit. We suggest that, 
m addition, such treatment facilities should be extended to each of 
the 80-bed hospitals we have recommended for a group of primary 
units and to the dispensary attached to each primary heaHh centre, 
as soon a'^ circumstances permit. A word about personal prophylaxis 
seems desirable. An individual, who has already been exposed to 
these infections, can be protected against them within the first few 
hours after such exposure, by certain relatively simple prophylactic 
measures. At each of the centres of treatment we suggest that facili- 
ties for personal prophylaxis should also be made available. 

Diagnostic Facilities 

(2) Diagnostic facilities should be provided in the public health 
laboratory at the provincial headquarters and in the regional labora- 
tories, the establishment of which we have recommended in the 
section dealing with medical research. In view of the importance 
oi helping the fight against these diseases to the greatest possible 
extent, we recommend that such facilities should be made available, 
tree of charge, not only to public institutions dealing with these 
diseases but also to all private practitioners. 

Special Training for Doctors 

7. The number of doch>rs who iiave Imd special training in the 
diagnosis and treatment of venereal diseases is, at present, extremely 
limited. The proposed expansion of treatment facilities will be 
possible only with the production of a sufficient number of doctors 
with such specialised training. At the headquarters of a number 
of piovinceb venereal diseases clinics have been functioning for some 
time. In some of thebe provinces such clinics exist in association with 
a certain number of the larger district headquarters hospitals also. 
Th€ clinics at the provincial headquarters and such of the cliaics in 
the districts as may be considered suitable should be organised, as 
socn as possible, to give special training in these diseases. Such train- 
ing should be made available not only to doctors in public service but 
al.Ao to private practitioners. 

The Creation and Maintenance of a Fo!low-up Service 

d. Here, as in the case of tuberculosis, a iollow-up service to estab- 
lish contact with the homes of the patients is of great importance, 
duch a service can considerably help the campaign partly by encourag- 
ing patients to carry out the preventive measures they have been ad- 
vised to adopt and partly by securing, through pei suasion, the exami- 
nation, at the special clinics for venereal diseases, of the contacts of 
such patients and their treatment, where necessary. The public health 
^urse will have to undertake the duties in connection with the home 
visiting programme, in addition to the functions she will perform in 
other fields of health activity. In the larger cities, where the inci- 
pience of these diseases may be definitely higher than in the country as 
^ whole, it may be necessary to employ special workers to imdertake 
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huirie visiting. It is believed that this duty can, with advantage, be 
combined with rehabilitation work to which we shall refer later. ITor 
this widened sphere of activity it seems desirable to employ a hospi- 
Ltj social worker in the place of the public health nurse. We have 
indicated, in the chapter dealing with professional education, the 
nature of the training the social worker will receive and of the duties 
she may be expected to perform. 

Two oilier Measures 

0. Two other measures wliich have been found to be useful in 
England in the campaign against venereal diseases may also be con- 
sidered here. These are the prohibition of treatment of these diseases 
by all except those who possess a registerable medical qualification 
and the restriction of advertisements regarding specific remedies and 
other forms of treatment. The purpose in view is to ensure that the 
patients concerned should receive the best forms of treatment which 
the latest developments in medical science can make available to 
them and to exclude quacks and their spurious remedies from the 
Meld altogether. The imposition of these restrictions on the treatment 
of venereal diseases has its justification in the fact that, in the cam 
paign against them, the quack and his methods of treatment are lik(‘ly 
to . play an even more disastrous part than in the (fase of other 
diseases. We therefore think that only persons holding registerable 
qualifications should be permitted to treat venereal diseases in India 
also and that no advertisements regarding drugs or forms of treatment 
for these diseases should be permitted, except those which are 
approved by the Provincial Ministry of Health. A minute relating 
to this by one of us (Mr. N. M. Joshi) is appended at the end of thi^ 
section. 

Measures designed to discourage Promiscuity and to control Prostitu- 
tion V 

10. .Measures designed to discourage promiscuity in the ('omin’i- 
nily and to (*ontrol ju'ostitution are obviou.sly more dilhcnlt to devise 
and enforce than tln^ medical measures we have recommended in the 
preceding paragraphs. Education in a wide sense of the term, so as 
to promote the growth of the individuars moral sense and of his 
responsibility towards himself and the community, and sex education 
intended to create a correct appreciation of the problems of sex rela- 
tionship and to impart knowledge regarding the spread of venereal 
diseases and the dangers that ari.se from them, must together provide 
the conditions essential to secure the success of any attempt to 
control indiscriminate sexual intercourse, whether it he in the res- 
tricled field of prostitution or outside it. The formulation of 
proposals to deal with education in its wider aspect falls clearly 
beyond the scope of this report. Even in respect of the more limited 
sphere of sex education we propose to make only a few remarks. The 
consensus of informed opinion seems to be that such education should 
start in early childhood and that the fundamental facts relating to 
'sex should be given to children without the emotional colour with 
which liersons at older ages are likely to envelop the subject. On this 
background of factual knowledge, it will be possible to build a super- 
structure of moral and ethical iderrs in regard to sex relationship 
the deveioxdng mind of the adolescent boy and girl. Both parents 
and teachers should, therefore, be in a position to give sex education 
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to children. The need for their collaboration in the task becomes 
emphasised when it is remembered that, at the adolescent 
stage, the reaction of the boy or girl towards sex education will largely 
be influenced by the background of discipline and culture which the 
home and school environments have already provided for the indi- 
vidual. We see, therefore, no short cut to the attainment of a 
desirable standard of universal sex education in the country. A 
beginning should be made by providing such instruction to teachers in 
training schools and colleges and, through them, to school children 
and college students. The sex education of adults can perhaps be 
attempted as a part of the programme of adult education. The 
successive stages of the postwar scheme of general education should, 
as it proceeds, be able to lay increasing emphasis on sex education 
also, the content and quality of the instruction given to different sec- 
tions of the student population being varied according to the age and 
general receptive level attained by these sections. 

ProBtitutlon 

11. Pi'ostltiition plays an important part in the spread of venereal 
diseases. A prostitute seldom escapes infection and she generally 
communicates it to a certain number of men who, in their turn, may 
infect other women including their own wives if they are married. 
Control of prostitution is therefore a most important measure in the 
campaign against venereal diseases. 

T2. Prostitution constiUites in itself one of the major social evils in 
all countries. Its underlying causes are complex and it is not easy 
to deal with them. Prostitution flourishes most in the larger urban 
C(‘ntres. In the fight against it we consider it important to direct the 
attack on those, male or female, who are responsible for the main- 
tenance of brothels and for the exploitation of the unfortunate prosti- 
tute as well as on the victims of such exploitation. We gather that, 
111 many of the larger towns and cities, establishments under such 
appellations as “Turkish baths” or “massage institutions'* are in 
existence, many of which are really houses for prostitution. We 
understand that an adequate definition of the term “brothel*’ is neces- 
sary in order to facilitate the enforcement of the law against such 
institutions and tlnn’r kee])ers. Such a definition should be compre- 
hensive enough to include establishments which, under other names, 
seek to sorv(^ the same purpose. Severe penalties should be pre- 
scribed for the k(n'p('rs of such institutions and an attempt should be 
rr«ade to deal sevi'roly. under the law, with the landlords who permit 
the use of their premises for this purpose. 

b). As regards the jirostitute, provision should be made, where 
required, for appropriate medical treatment until she is cured or at 
least rendered non-infcctive. Measures for her re-education and 
return to the normal mode of life are equally necessary. In a large 
proportion of cases girls are lured into this unfortunate way of life 
partly as the result of poverty and partly due to the temptations to 
which they are exposed by their exploiters. A rehabilitation pro- 
gramme will have to provide not only for their general education, as in 
niany cases they may be illiterate, but also for moral and vocational 
training so that they may be able to turn over to a new mode of life. 
The possibility of establishing rescue homes and rehabilitation houses 
in the larger cities requires serious consideration. While both types of 
institutions should play their part in the rehabilitation campaign, they 
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do not serve the same purpose. The rescue home is meant to providOt 
as its name implies, a temporary shelter to those who are removed 
from the prostitution houses. The provision of such homes seems to 
be essential if brothels are to be suppressed by the enforcement of the 
law, partly for humanitarian reasons and partly to protect the 
public against the effects of letting loose the imfortunatb inmates of 
these brothels. In the res/jue home provision should be made for a 
detailed medical examination of the women admitted, in order to 
determine whether they are suffering from venereal diseases or not. 
Those who are, should be persuaded to go into the rehabilitation house 
which we shall describe presently. The function of the rescue home 
should be mainly educative, while its atmosphere should be one of 
sympathy and of moral suasion. The relatively younger women, who 
have not yet become hardened prostitutes are the persons who are 
likely to be benefitted by the ministrations available at the rescue 
home. Those who have acquired venereal diseases will require pro- 
longed stay and treatment and it is therefore better for them to be 
removed to a separate institution, the rehabilitation house. Many of 
the women requiring such treatment are also likely to have been long 
inured to a life of prostitution. We are suggesting a separation of 
these two classes among the unfortunate victims of this social vice 
because we believe that, even from the point of view of re-education 
and of return to normal life, such separation will be of advantage to 
the less hardened type of prostitute. 

14. The rehabilitation house should provide the best medical aid 
that can be given for the treatment of the diseases. It seems therefore 
desirable that the rehabilitation house should be developed in associa- 
tion with a well conducted venereal diseases clinic. Such association 
has also the advantage that, in addition to the provision of medical 
aid, the social workers attached to the clinic will be able to help in 
the rehabilitation campaign. 

15. Jn the early stages of our programme against venereal 
diseases, admission to these institutions will have to be on a voluntary 
liasis. Religious and other organisations interested in social welfare 
can find here a fruitful field of activity in persuading such women to 
enter the rehabilitation house and remain there sufficiently long to be 
benefitted by the medical care and other forms of service they will 
render. The social workers attached to the clinic can also assist in 
this work. 

16. We would, however, emphasise that, both in the rescue home 
and in the rehabilitation house, the atmosphere should not be such 
as to make these women feel that they are objects either of pity 
or of constant moral supervision for reclamation to normal life. Such 
an attitude on the part of the management of these institutions is 
likely to antagonise them to the efforts made to improve them. 
What is required is that their confidence should be won and there is 
perhaps no better way of disarming their fears and suspicions than 
by according them the same consideration and treatment as are 
given to women in ordinary life. The prostitute is usually treated 
with little civility by the general public and her reaction to such be- 
haviour is naturally one of hostility. She will, therefore, respond more 
readily to an attitude which places her on a plane of equality with 
her sister in ordinary social life. Side by side with such treatment 
there should be ample provision for educational work and recreational 
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facilities as all these will enable the women to tum their back on 
the past and to begin a new life. 

17. While efforts for the edut'.atioii and rehabilitation of the prosti- 
tute must have a prominent place in the campaign against these 
diseases, a raising of the economic status of women in general and the 
provision of opportunities, on as large a scale as possible, for their 
vocational training and subsequent employment will be equally neces- 
sary if the root causes of this social evil are to be adequately 
controlled. Even with such measures there will remain a certain 
number of unfortunate women, who are psychopaths and feeble- 
minded persons and are, therefore, unable to learn and practise any 
useful form of employment and probably prefer to continue making 
their living through prostitution. This small class will require more 
prolonged stay and education in the rehabilitation institutions we have 
recommended. A certain proportion of them may, through sympa- 
thetic handling and cultural training, become re-educated into the 
normal mode of life. 


Minute by Mr. N. M. Joshi 

Mr. Joshi holds that application of legislation providing treatment 
of venereal diseases by any one except those who hold registrable 
qualifications, should be enforced in provinces and areas only \vhe?i a 
sufficient number of persons holding registrable qualifications are 
available within a reasonable distance from the residence of patients. 

8. HOOKWOBM DISEASE 

1. In the volume dealing with our survey of health conditions in 
India we have already indicated the mode of spread of hookworm 
and have described briefly the results following a heavy infestation of 
man’s intestine by this worm. It produces its harmful effects on 
the human host by the loss of blood it cause * through feeding on 
him, by the state of irritation of the bowels which it produces and 
the resulting disturbance of the digestive function and by the secre* 
tion of a poisonous substance which prevents clotting and thus pro- 
motes bleeding. The do vital isntion it causes to the person concerned 
helps to mak(3 the chance of other infections being taken up, e.g., 
tuberculosis, much greater. Among certain groups of the population 
of many countries hookworm infestation is practically universal and 
the intensity of such infestation in individuals is high. Such groupa 
are generally backward in respect of social progress and, as pointed 
out in the 1917 report of the International Health Board of the 
'Rockefeller Foundation, the cumulative effects of the disease on 
8iem — physical, economic, intellectual and moral — may go far to- 
wards explaining the retardation of their progress. 

2. The disease is widely prevalent in India. The labour popula- 
tions of plantations in Assam and South India are heavily affected as 
well as the general population of certain parts of Travancore, 
Malabar and South Kanara. Varying intensities of infestation am 
found in the provinces of Bengal, Bihar, Orissa, the eastern portion 
of the Central Provinces, some parts of the United Provinces and the 
Funjab and on the east coast of Madras. The North-West Frontier 
Province, Bajputana. Sind, Kathiawar, Central India States, Hyder- 
abad (Deccan) and Mysore State are practically free. 
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3. The proposals we have set forth in this report for ensuring 
adequate provision for nightsoil conservancy in rural and urban areas 
will, if implemented, constitute an important step in the control of 
hookworm disease. Soil pollution through human excreta and the 
habit of walking barefoot constitute the two main factors involved in 
the spread of the disease. What is therefore needed is that people 
should be taught how to render these factors inoperative. The 
health education campaign, which we hope will be conducted in 
the schools and colleges and among the general population 
as an essential part of our programme, should help materially 
towards this end. As a long-term measure we feel that the 
development of our health programme will suffice to solve the pro- 
blem of hookworm disease. In the meantime, as heavy infestation 
exists in certain groups of people, it seems necessary to institute 
prompt and energetic measures among these groups. Mass treat- 
ment by the administration of the appropriate drugs, the early 
developnient of a system of nightsoil conservancy on lines suited to 
meet local conditions and education of the people in the modes of 
spread of this disease and in the measures to be adopted against it 
should be carried out on as larcje a scale as possible in the areas con- 
cerned. 

9. FILABIASIS 

1. Filariasis is widely prevalent in certain parts of India where a 
hot and humid climate favours the breeding of the special types of 
mosquitoes, which are responsible for its transmission. The disease 
leads to the permanent swelling of the legs and of certain other parts 
of the body besides causing recurring attacks of fever and inflamma- 
tion of the lymphatic system. Although it does not cause death, it 
is responsible for a considerable amount of preventable suffering and 
disability. 

2. Bengal is the most heavily affected province in India. The inci- 
dence of filariasis is high in the western districts of this province and 
its intensity gradually decreases eastwards and northwards. The 
Chittagong Hill Tracts and the northern districts of Jalpaiguri and 
Darjeeling are free. In Assam the disease is present in many districts 
although its intensity is lower than in Bengal. In Bihar its incidence 
is relatively high in the Gangetic plain and in Orissa in the coastal 
districts. In Madras areas of moderate pnuMlence exist in the 
districts of Tanjore, Kistna, Godavari and Vizagapatam and iu 
Saidapet near Madras City, while the coastal tracts of Malabar 
and South Kanara districts and of the Indian States of Travancore 
and Cochin show areas of high incidence. 

3. Filariasis affects the health and wellbeing of large numbers of 
persons living in endemic areas. Extended research has failed to 
produce a satisfactory cure for this disease. In view of the remark- 
able results that modern scientific developments have been able to 
achieve in the treatment of various diseases, there is every reason 
to hope that a cure will be found for filariasis, which has remained so 
far a challenge to workers in tropical medicine. The only effective 
: 5 n[easure 8 against the disease known at present are those which are 
concerned with the control of the carrier species of mosquito. The 
organisation we have recommended for anti-mosquito measures m 
the section dealing with malaria should direct' its attention, in the 
endemic centres of filariasis, to the carriers of this disease also and 
should attempt to secure an effective reduction in the types of mot 
quitoes. 
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10. aniNEA-WOEM DISEASE 

1. Guinea- worm disease is widely prevalent in certain districts of 
the N.-W. F. Province while its incidence is relatively low in the 
Punjab. The Bajputana desert is free but many of the States in 
Eajputana and Central India contain heavily infected areas. In the 
Central Provinces, Bombay Presidency, Nizam's Dominions and 
Madras Presidency the disease is prevalent over wide areas. Well 
watered tracts, with a fairly heavy rainfall such as Bengal, are 
generally free. 

2. The prevalence of the disease is dependent on opportunities for 
the infection of water supplies by persons harbouring the worm. In 
the affected areas step wells, tanks and other sources of water liable 
to contamination are responsible for keeping up the infection. For 
the destruction of cy clops, which harbour the embryos of the worm„ 
the application of adequate quantities of lime to such water supplies, 
has been shown to be effective. Even straining the water through 
fine muslin will suffice to remove the cyclops and render the water 
innocuous. But, from the point of view of permanent relief, it is 
essential to protect step wells, tanks and other open sources of water 
supply from contamination by persons harbouring the worm. Our 
programme for giving safe water supplies to towns and villages will 
provide this permanent protection in due course. In the meantime 
it is essential that the public health staff should, in the areas in 
which the disease is endemic, try their utmost to get existing step 
wells converted into draw wells and to make safe other supplies, 
whicdi camiot be so converted, by the regular application of lime and 
by instructing the people in the ways in which reinfection can be 
prevented. 

11. OANOEE 

1. In onr review ul tlie cancer problem in India in the previous 
volume of this report, we have pointed out that the view held in 
many quarters that cancer is rare in India is not correct. Such evi- 
dence as is available seems to suggest that its relative incidence in 
India is probably as high as in western countries, taking into con- 
sideration the fact that the disease generally occurs at the higher 
ages of life and that a large proportion of the population of this 
country must be at the younger ages as compared with the inhabi- 
tants of those countries, in view of the average length of life here 
being much shorter than in the west. 

2. Our i)roposals for the short term programme are: — 

(1) Provision for radium and for deep X-ray treatments should 
bt* made, in addition to existing centres for such treatments, at all 
the hospitals associated with the present medical colleges anil 
with those which will be established during the short-term pro- 
,:j:ramme. The centres at whch such facilities are now available are 
shown in Appendix 20. 

(2) In addition to the Tata Memorial Cancer Eesearch Hospital 
ftt Bombay, three more institutions for promoting advanced research 
and teaching in the subject are needed to serve north-western, eastern 
Juid southern India respectively. The collective efforts of these 
institutes, when established, should help to throw considerable light 

the incidence and ’relative distribution of the different types of 
Dialignnnt disease in India. These institutes would also serve as 
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centres for the training of those who will be responsible for develop- 
ing cancer research and teaching in the medical colleges of the 
country. 

If the experience of western countries regarding the trends of 
morbidity and mortality due to cancer are any indication of similar 
trends In India, the problem of the prevention and cure of this 
disease must have an important place in our national health 
propamme. It is therefore hoped that cancer research will attract 
to itself the most gifted among the medical research workers that 
the country produces. 

(8) A considerable extension of diagnostic facilities will be 
necessary. The laboratories attached to the hospitals at the 
secondary health centres and to the teaching hospitals, the provin- 
cial public health laboratory organisation with its regional branches, 
which we have recommended in the chapter on medical research 
and the special institutes referred to above should all help to provide 
this extended service. 

(4) One of us (Dr. Vishwanath) and Dr. Khem Singh Greval, as 
the result of an extended study of biopsy and autopsy material 
relating to cancer available in the records of the hospitals attached 
to the teaching medical institutions in the country, came to the 
conclusion that, ‘‘whether it was the cervix, the oral cavity, the 
penis, the skin or the gastro-intestmal tract, the factor of irritation 
seems to excel all other possible causes and brings the problem of 
this fell disease within the scope of preventive medicine.'' It is 
therefore essential to develop an educational campign in regard to 
the removal, as far as possible, of the causes of such irritation. This 
campaign should include, within its scope, both the general public 
and the medical profession. The people should be instructed to 
recognise certain early indications which might suggest the presence of 
cancer and to seek medical advice without delays in order to ensure 
adequate examination and treatment, where necessary. The medical 
profession should be made more cancer-minded and should be trained 
to recognise early signs of the disease in the patient. It will be the 
duty of the Health Departments in the country to provide for such 
education as an essential part of the campaign against cancer. 

12. MENTAL DISEASES AND MENTAL DEFIOIENOT 
Xntrodnctbm 

1. The physical and mental health of an individual are inter-reiated 
and no health programme can be considered complete withouF ade- 
quate povision for the treatment of mental ill-health and for the 
promotion of positive mental health. Positive mental health is 
characterised by discriminative self-restraint associated with con- 
sideration for others. A man in such positive health uses effectively 
his intelligence and talents to obtain the maximum satisfaction from 
life, with the minimum of discomfort to others. He will not allow 
himself to be overwhelmed by the stresses and strains inseparable 
from ordinary existence. He not only profits from experience but, 
under favourable circumstancefs, can transcend such experience. It 
should be the aim of every health programme to include measures 
meant to assist the individual i;o achieve mental stability and poise 
and develop into a useful citizen. 
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2. Conditions of mental ill-health may be divided into two 
broad groups, (i) mental disorder and (ii) mental deficiency. 

Mental disorder may be either inherited or acquired, and very 
often it is both. No age is exempt from mental disorder althongli 
the types may be different at different age periods. A large propor- 
tion of them is amenable to modern methods of treatment. 

Mental delieieiicv is ascribed, on the other hand, to a hereditary 
or congenital taint or to some accident or illness occurring just before 
or soon after birth. There are grades of mental deficiency, and 
although the condition is generally regarded as incurable, yet by 
proper care and supervision, the majority of defectives can be made 
to lead useful, but segregated lives; and what is more important 
from the point of view of society, they can be prevented from 
becoming criminals and in the case of girls, social menacqis. 

8. It may be of advantage, at this stage, to examine such evi- 
dence as is available regarding the incidence of these conditions else- 
where, and attempt to drn\r from it inferences applicable to this 
country. 

In England and Wales there were at the beginning of 1937 
about 129,760 patients under treatment in the mental hospitals 
maintained by the various local authorities, who are responsible, 
under the law, for making such provision. This figure gives a pro- 
portion of about 3*2 mental patients per 1,000 of the population. 

In America, the annual admission rate is more than 170,000, to 
the public mental hospitals, in which is already resident a population 
of half a million patients. More hospital beds are devoted to the 
care of the mentally sick than to the treatment of all ot^r patients 
combined. In some States, as much as one-eighth of the revenue is 
earmarked fm: expenditure on the mentally sick. There are 
500,000 mental defectives, and perhaps as many epileptics. 
Amongst criminals, there is a very large number whose offences are 
attributable to diseases and defects of the mind and maladjusted 
personalities. 

During the World War, one-sixth of all casualties were neuro- 
psychiatric, excluding wounds, and a peak load of one-third or more 
was sometimes reached by such causes. At least one child out of 
every twenty-seven children born in America and one in thirty bom in 
England is likely to become, in the course of a few years, mentally 
sick to such an extent as to require admission in public hospitals. 
This is an appalling figure, but it does not include large groups of 
persons in whom the essential basis of ill-health is either a defective 
personality or an inability to adjust themselves to a difiScult environ- 
ment, while they are diagnosed as cases of debility, gastritis, anaemia 
or rheumatism. 

4. While some of the mental disorders are directly due to infec- 
tions, or are associated with chemical or structural changes in the 
body, in most of the others however, no such changes can be dis- 
covered. They are termed functional and include two of the larg- 
est groups of mental disorder, the more severe forms being 
known as psychoses and the less severe forms as psycho-neuroses. 

Schizophrenia (split mind) and affective reactions (mania and 
melancholia) collectively termed bio-genetic psychoses, account for 
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at least fifty per cent, of the admissions to mental hospitals and for 
at least a third of the permanent, incurable, population of these 
public institutions. 

5. Psycho-neuroses include a variety of forms of mental ill- 
health, Hysterias, phobias, anxiety states, obsessional and jom- 
. pulsive neuroses belong to this group as well as problem children, 
stammerers, certain classes of delinquents and most of those who 
used to be diagnosed as suffering from shell shock. Psycho-neurosis 
also accounts for chronic ill-health in many men and women and 
for many so called nervous break-downs. The psycho-neurotic 
condition is often of a mild nature and most persons suffering from 
it do not find their way into hospitals. Psycho-neurosis is the most 
important single cause for absenteeism in industry, for unenSploy- 
ment and for poor turn-over in factories. “Dr. Halliday the 
Glasgow Regional Medical Officer of the Department of Health for 
Scotland under the Insurance Act, discovered that out of 1,000 con- 
secutive cases kept away from work for 12 weeks or more, 33 *5 per 
cent, were in what was primarily a psycho-neurotic condition. He 
showed that the majority of these were certified as suffering Troni 
organic diseases including gastritis, debility, anaemia and rheuma- 
tism. He estimated that the incidence of psycho-neurosis among 
the employed males was 28 per cent., while it was 37 per cent, 
among the unemployed. Further, he showed that in one inquiry of 
145 consecutive cases described as rheumatic 39*3 per cent., and in 
another 62 consecutive cases 37 per cent, were psycho-neurotic. In 
a close investigation of the psycho-neuroses of 21 insured persons 
he established a definite connection between neurosis and rheuma- 
tism. Dr. Thomas M. Ling, the Medical Officer of Joseph Lucas 
Ltd., Birmingham, analysed the case records of 200 consecutive 
cases of sick employees. He concluded that 27 per cent., who were 
absent for two or more weeks, were suffering from psycho-neulOsis, 
while the period during which another 32 per cent, stayed away 
from work was prolonged by psycho-neurosis. A series of articles 
in the first three numbers of Vol. X of the Human Factor, the organ 
of the National Institute of Industrial Psychology, by Dr. Garland, 
provides evidence of a similar character obtained from a factory em- 
ploying between 2,000 and 3,000 girls. Sir Maurice Cassidy, a con- 
sulting cardiologist, has also attributed 29‘15 per cent, of the cases 
coming to him to psycho-neurotic causes. It is suspected too, that 
accident proneness is due to some form of psychological condition. 
The Industrial Health Research Board, for example, have discovered 
that 75 per cent, of the factory accidents generally occur among 25 
per cent, of the employees. Thus there are evidently many people 
suffering from mental ill-health which is never diagnosed. Their 
health and their work often suffer and sometimes they may be even 
dangerous to their fellow citizens, particularly if they handle danger- 
ous machinery, or drive cars.'** It is clear that the number of 
persons suffering from mental disorders of varying degrees of in; 
tensity must he much more than those who are admitted and treated 
in the mental hospitals in England. 

6. As regards mental deficiency the Joint Committee of the 
Board of Education and the Board of Control on Mental Deficiency 
(commonly known as the Wood Committee) gave in its report, 

♦ " Rex>ort on th« British Health Services **, PEP (Political and Economic 
Planning), pages 352-353. 
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which was issued in 1929, ah estimate of about 800,000 mental 
defectives in England and Wales or 8 per 1,000 of the population. 

7. It will be seen that varying degrees of mental ill-health and 
mental instability affect a much larger section of the community 
than that which the statistics for mental patients suggest, Oeneral 
medical consultants in large cities in America have found not only that 
forty to fifty per cent, of their consultations concern psycho-nexnotio 
conditions, wherein no organic pathology can be found, but also that 
purely psychiatric or emotional factors are estimated to cause fifty to 
sixty per cent, of physical illness. Asthma, eczema, gastric ulcer, 
high blood pressure are a few examples. Hence has sprung a new 
branch of medicine — psycho-somatic medicine. The expenditure on 
mental hospitals in America is a billion dollars. It has been esti- 
mated that, if the time each patient stayed in hospital could be 
reduced by attention to the emotional factors in physical illness, the 
annual saving in public expenditure would be several million dollars. 

The Result of Treatment 

8. In connection with the general impression that the results of 
treatment in mental diseases are disappointing, Strecker and Ebaugh 
(1940) point out that “It is conservatively estimated that between 
60 and 75 per cent, of the psychoses which are comparable to whav 
a general physician would designate ‘acute* are recoverable. Parti- 
cularly in psychiatry do we meet conditions and situations, which are 
capable of considerable modification in a favourable direction even 
though a complete cure may not be effected- This is particularly 
true in incipient and early Schizophrenia, and the failure to recog- 
nise this potentiality has made the outlook seem even gloomier than 
it really is.” 

In recent years, an increasing number of articles reporting a high 
proportion of cures, social remissions, and improvements in incurable 
patients have appeared. Recent progress in the understanding and 
treatment of mental disorder has been so spectacular that the chances 
of recovery of a mental patient can be said to be greater than those 
of a patient suffering from any other illness. The therapies deserv* 
ing mention- are shock therapy by cardiazol, and insulin, continuous 
narcosis, and exploratory therapy by a sodium pentothal, surgical 
approach to the brain by sectioning the white matter (leucotomy), 
and the use of pencillin, hormones, vitamins, and direct and indirect 
psycho- therapy. 

The present position in India 

9. The position in India is extremely unsatisfactory. It has been 
rneiitioned above that in England, iii 1987, the ratio of mental 
patients treated in hospitals was 3*2 per 1,000 of the population, and 
ki America, the rate has varied from 6 to 8 per LOGO in different 
years and in different States. These figures give only a rough indi- 
cation of the extent of prevalence of mental disorder in the two 
countries. In India there is no reason to believe that the rate 
cf incidence of mental disorder is in any way less than thosd in 
England and the United States. While it is true that, in this 
country, the higher rate of infant mortality and the shorter span o! 

for the individual should help to produce a smaller proportion ol 
persons liable to adolescent and senile psychoses respectively, there 
'’I'e other factors influencing the development of mental disorder 
''liich are operative here to a greater extent than in those two 
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ooimtries* Cbronio starvation or under-nutrition, tropical fevers, 
anaemias and frequent childbirth in women who are unht for mother- 
hood are responsible for large numbers of mental breakdown in this 
country. On the other hand, purely sociological causes may not be 
operative in India to the same extent as in the other two countries. 

In view of these considerations, even if the proportion of mental 
patients in India be taken as 2 per 1,000 of the population, hospital 
accommodation should be available for at least 800,000 mental 
patients. On the other hand there are only a little over ten thousand 
beds for such patients. The great disparity in respect of mental 
hospital accommodation between England and India can be shown in 
another way. In India the existing number of mental hospital beds 
is in the ratio of one bed to about 40,000 of the population (taking 
the present poi)ulation of the country as 400 millions) while, in 
England, the corresponding ratio is approximately one bed to 300 of 
the population. Thus the provision in India for the institutional 
care of insane persons is about 130 times less than that existing in 
England, even if we estimate the rate of incidence of such cases here 
M about 87*5 per cent, less than the rate in that country. As regards 
the possible numbers of persons suffering from varying degrees of 
mental disorder, who may not require hospitalisation and yet should 
receive treatment, and of those suffering from mental deficiency, we 
have no information at all. It seems, however, almost certain that 
their numbers are likely to nan into some millions in this country, 
if the ratio of incidence in England or America can be taken as even 
an approximate guide for estimating the numbers of such cases in 
India. Psychological and medical treatment are necessary for many 
forms of psychoneuroses. Mental deficiency will require provision 
on a wide scale, including special educational facilities and institu- 
tional c^re for children suffering from various forms of this condition 
emd segregation and treatment in institutions for a considerable pro- 
portion of mentally deficient adults also. Provision for these two 
classes of sufferers from mental diseases is almost non-existent in 
India. 

• In the previous volume of the report dealing with a review of 
health conditions in India we have already referred to the eigbremely 
unsatisfactory conditions of some of the existing mental hospitals 
which* it will be seen, are altogether too few to meet the requirements 
of the country. Colonel M. Taylor, I.l^.S., Medical Superintendent, 
Ranchi European Mental Hospital, who visited, at our request, all 
the major mental hospitals in the country and prepared a report 
(Appendix 21) for us, says “every mental hospital which I have 
visited is disgracefully under-staffed. They have scarcely enough pro- 
fessional workers to give more than cursory attention to the patients. “ 
He also states that “Seven of the largest mental hospitals in India 
have men appointed as superintendents at salaries that a first class 
• mechanic in Tata Works would scorn, six of them have little or no 
postgraduate experience or training in psychological medicine, and 
these men have been charged with the supervision .of large ^hospitals, 
and what is more important, human lives. The Deputy Superinten- 
dents and subordinate medical staff are utterly untrained 
psychiatry.’* The nursing staff and the ward attendants attached to 
most of these hospitals are, he points out, insufficiently trained and 
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inadequate in numbers to do efficient service. The use of social 
workers and the provision of occupational and recreational therapy# 
which constitute important parts of a modern mental health pro- 
gramme# have, speaking generally, received quite insufficient atten- 
tion in this country. 

OUE PROPOSALS 

10. In putting forward the following proposals we hsj^e had the 
benefit of advice from a small sub-committee, which we appointed, 
eonsisting of mental specialists from different parts of India and from 
Colonel M. ^aylor, to whose report we have already referred. In our 
view the most important step to be taken is the formulation of a 
mental health programme for the county after a preliminary inves- 
tigation of the needs of individual provinces. Such a programme 
should aim at providing for the community, in successive stages, a 
modern mental health service embracing both its j^reventive and cura- 
tive aspects. As a part of the implementation of such a programme 
two of the most urgent needs that should be met are (1) an improve- 
ment and augmentation of existing institutional facilities for the 
treatment of mental ill-health and (2) provision for the training of 
different types of mental health workers, including doctors and ancil- 
lary personnel. With these objects in view we make the following 
recommendations for the short-term programme : — 

(a) the creation of mental health organisations as part of thfe 

establishments under the Director General of Health 
Services at the Centre and of the Provincial Directors 
of Health Services; 

(b) the improvement of the existing 17 mental hospitals in 

Jlritish India and th(‘ c.stablisbiiient of two new institii- 
' lions during the first five years and of five more during 

the next five years; : 

(c) the provision of facilities for training in mental health for 

medical men in India and abroad and for ancillary per- 
sonnel in India and 

(d) the establishment of a Department of Mental Health in 

the proposed All-India Medical Institute. 

(a) The^Oreation of Mental Health Organisations as part of the Direc- 
torate of Health, Central and Frovincial. 

11. The creation of mental health organisations as part of the 
establishments of the Director General of Health Services and of the 
Provincial Directors of Health Services is, in our view, of such ^eat 
importance that we have placed it first among our recommendations. 
The problems of mental health have so far received very little atten- 
tion in India and we believe that the appointment of officers with a 
wide experience of modern developments in this field at the Centre 
and in the Provinces is essential for the carrying out of preliminary 
investigations, the formulation of a sound programme of action and 
its effective implementation. So little information is available 
regarding the incidence of mental ill-health in the country and the 
developmtote in this field of health administration, even in the more 
progressive countries, are so recent that we feel we shall not be justi- 
fied in attempting to make detailed recommendations regarding the 
mental health organisation which the country requires. We must 
Jeave this* task to the Health Departments with the guidance of the 
specialists, whose appointment we have suggested. 
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12* We realise that, with the existing lack of medical men with 
special training in this subject in India, the appointment of separate 
mental specialists on the staff of the Director General of Health Ser-^ 
vices and of eveiy Provincial Director may not be easy.. We would 
suggest that a highly qualified person, with wide experience of the^ 
di&rent branches of mental health work, should be appointed on the 
staff of the Central Directorate of Health and that his advice should 
be made available to the provinces in the development of their pro- 
grammes. Until officers with similar qualifications become available 
for appointment in the provinces, we put forward certain suggestions- 
for an inteiim arrangement. In a number of provinces mental 
hospitals exist at their headquarters. Bombay and Bengal are two* 
notable exceptions among the major provinces. We are, however, 
suggesting the establishment of a 200-bed mental hospital at Bombay 
and at Calcutta with the least practicable delay. As has already been 
pointed out, in most of the existing mental hospitals the superintend- 
ents are medical men without any special training in psychological 
medicine. We would suggest that steps should be taken, without 
delay, to appoint to these institutions (including the proposed new 
hospitals at Bombay and Calcutta) fully qualified mental specialists- 
who can perform the dual function of being the superintendent of the 
mental hospital at the provincial headquarters and of acting as the 
adviser to the Director of Health Services on mental health adminis- 
tration. We suggest this arrangement only until qualified mental 
specialists become available in sufficient numbers to permit the ap- 
pointment of separate whole-time officials on the provincial Director- 
ates of Health. We believe that the duties in connection with ihe 
development of mental health work in a province require the atten- 
tion of a full time officer. 

(b) An improvement of Institutional 7acilities Dor the Treatment ht 
Mental m-health 

13. The existing mental hospitals^ with the accomlnodation avail- 
able in each, and the places where they are located are shown in 
Appendix 22. We were advised by the special Sub-comnhttee that 
three types of institutions are required for the treatment of mental 
patients, viz., (i) hospitals for general mental patients, (ii) homes 
for mental deficients and (iii) b&mes for incurables and for senile 
cases. It has further suggested that, normally, the accommodation 
provided in an institution of each of these types should be 1,000 beds. 
The staff required and the estimates of cost for each type of institu- 
tion have been worked out for us by the Sub-committee and they are 
given as Appendix 23. The capital outlay required on each of 
these types of institutions is estimated at Us- 10 lakhs. The annual 
recurring expenditure per bed is likely to be Es. 1,000 for a mental 
hospital, Eri. 700 for a mental deficiency home and Es. 650 for a 
home for senile and incurable cases, and the ratio recommended for 
these three types of institutions is 6:8:2. 

14. We are in full agreement with the above recommendations of 
the Sub-committee as the ultimate objectives to be kept in view. lo 
the meantime, we are putting forward our proposals for the short- 
term programme taking into consideration the existing inadequ^y 
of training personnel and the possible insufficiency of funds. We 
suggest that radical improvements should be made in the existog 
mental hospitals in order to ipake them conform to modern standards. 
Provisicm should be made for all the newer methods of diagnosis ana 

212 



M£NTAll DiSI!tABJ!*0 AAi# flUSDIXAli UJBtf AUlTinuX 


treatment. The idea, which is now widely prevalent that these in- 
etitutions are asylums and serve mainly the purpose of segregating 
mental patients from the general community, should be replao!^ by 
the conception of a hospital* which provides them with all the medi- 
oal attention and sympathetic handling they require for the improve- 
ment of their condition. Apart from such remodelling of existing 
mental hospitals, we also recommend the creation of seven new in- 
stitutions during the short-term programme, of which at least two 
should be established as early as possible during the first five-years 
period. These are the 200-bed hospitals in Calcutta and Bombay to 
which we have already referred. As will be seen from our proposals 
for the development of training facilities they are intended to play 
an important part in the creation of such facilities. 

15. The existing seventeen institutions in British India are hos- 
pitals for the treatment of mental disorders. As far as we are aware, 
no homes of reasonable size and with adequate facilities for the re- 
ception and treatment of mental deficients and of incurables exist in 
the country. The need for an expansion of mental hospital accom- 
modation is, under existing conditions, so great that we do not wish 
to suggest that any of the seven new institutions we propose for the 
•establishment during the short-term programme should be homes 
•of either of these two types. A decision on this matter can, how- 
ever, be left to the Provincial Health Departments after they have 
had an opportunity of studying carefully the requirements of their 
provinces and of formulating plans to meet them. As regards the 
fiize of the now institutions, we feel that this is also a matter for 
decision by the Provincial Health Departments. We would, at the 
same time, suggest for consideration the desirability of limiting their 
accommodation to approximately 600 beds. Considerations of cost 
and the need for staffing these new institutions witli adequate trained 
personnel have led us to suggest a smaller bed strength of 500 instead 
of the 1,000 recommended by the Sub-committee. For the hospitals 
at Calcutta and Bombay we have proposed a figure of 200 beds in 
each case, mainly because of the need for ensuring all possible speed 
in their establishment in order to develop facilities for training -mental 
health workers. We hope, however, that their expansion may be 
possible without undue delay. 

{c) The Provision of Training Facilities for Medical men in India and 
abroad and tor other types of Mental Health Personnel in India. 

16. The urgent need for the training of a large number of medi- 
•cal men and of other personnel for mental health work will be realis- 
ed from the remarks of Colonel Tarylor, which we have already quoted, 
regarding the unqualified staff now employed in many of the existing 
mental hospitals. Further, any proposals for an expansion of mental 
health activity can obviously be carried out only if there be a simul- 
taneous execution of an intensive training programme. 

17. As regards medical men, the ultimate aim should be to en- 
sure that all those who are employed in mental institutions should 
possess a recognised Diploma in Psychological Medicine. It is also 
desirable that the Superintendent, the Deputy Superintendent and 
oenior Medical Officers in charge of different branches of work in a 
mental hospital should have a higher degree in Medicine or Surgery, 
«uch as M.D. or M.S. A proper clinical background in either of 
these specialities is of advantage to the medical officer even in the 
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of meutal patients, because a differentiarl diagnosis of tha 
condition of many of them may often require as much knowledge of 
gen^l medicine and surge^ as of Psychological Medicine. Tha 
possibility of e^jor, with serious consequences to the patient, is great 
in respect of all who specialise only in their narrow fields: To quoie- 
Colonel Taylor *8 words “Every Psychiatrist has seen cases in whicE 
eye specialists have tried to correct failing vision by refraction in a 
patient suffering from General Paralysis of the Insane. Surgeons 
have frequently been guilty of operations on hysterics and psychia- 
trists have called the complaints of patients somatic delusions, until 
they finally died of cancer.** 

18. One of the purposes of the tour which Colonel Taylor under- 
took at our request was to make an estimate of existing training 
facilities in the mental institutions in the country. In his view such 
facilities exist on a reasonable scale at Bangalore and at Banchi. Ak 
the former, the mental hospital has, he says, all the essentials for 
treatment and that it “is recognised as a teaching institution for 
B.A. (Hons.) in Psychology of the Mysore University 
and the L.M.P. course of the medical school. The hospital is also 
recognised as a school for post-graduate work and some research work 
is already being undertaken.** It is reported that the staff as a whole 
has attained a high standard of efficiency* As regards Banchi, the 
European Mental Hospital already provides a post-graduate course of 
instruction which includes Psychiatry (Clinical and theoretical), For- 
ensic Psychology and Mental Hospital Administration. The Instruc- 
tion covers the ground in Psychiatry only, for the Diploma or M.D. 
in Psychological Medicine of liondon. This hospital is recognised as 
a training school for the Diploma in Psychology by the University 
of London, and a teaching school for nurses by the Eoyal Medico- 
Psychological Association. There are no facilities for the study of 
advanced Anatomy, Physiology, Histology of the Central Nervous 
System and experimental Psychology. 

19. We understand that, nowhore in this country, are available 
all the facilities for the starting of a course for the Diploma in Psy- 
chological Medicine. We would suggest that, as early as possible, 
courses of training for this diploma should be developed in Bombay 
and Calcutta in association with the universities concerned. We 
have already referred to the desirability of establishing, as early as 
possible, a 200*bed mental hospital to help in the provision of such 
facilities. We understand that, in the vicinity of Calcutta, there is 
a small mental institution, the Lumbini Park Mental Hospital, which 
is being managed by the Indian Psycho- Analytical Society. The 
visiting physicians are reported to be all highly qualified. But owing 
to inadequacy of funds, the institution is at present being conducted 
in such a way as to afford no training facilities. Colonel Taylor states 
that “this institution, given adequate funds to meet the cost of expsui- 
sion on modern lines, would In time become both a useful hospital 
and a good teaching school,** and we recommend that this develop- 
ment should be assisted and advanced as early as possible. In Bom- 
bay the Child Guidance Clinic of the Sir Dorabji Tata Institute of 
•Social Sciences is said to have made an encouraging start, although 
the number of children dealt with is small. Colonel Taylor repom 
that “This institution will be of great help in the training of both 
under-^aduates and post-graduates in the study of problem children 
and child psychology. ** Advanced training in such subjects as Ana- 
tomy, Physiology and Histology of the Central Nervous System can 
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be fffovided in the Medical colleges in Calcutta and* Bombay^ We< 
oouflider that the establishment of a Diploma in Peychologioal Me& . 
due, with the necessary training facilities at both these places is of < 
the utmost importance- We also suggest that, as soon as possible^, 
similar diploma courses should be developed in the universities of 
other provincial capitals also. 

In the meantime it is highly desirable that a certain number of 
carefully selected medical men, with some experience of work in 
mental hospitals in India, should be sent abroad for training. We ‘ 
suggest that provision should be made for sending at least 20 doctors 
during the first five years and another 20 during the second five years 
of our programme. 

20. As regards the training of non-medical mental personnel, the 
types of workers required to be trained are occupational therapiata, 
psychiatric social workers, psychologists, nursing staff and male and 
female ward attendants. Banchi already possesses facilities for train-, 
ing occupational therapists. Both at Calcutta and Bombay facilities 
for the training of PjSychiatric social workers should be developed.* 
The Sir Dorabji Tata Graduate School of Social Work and the Lunibini 
Park Mental Hospital, when developed, should be able to partidipate, 
in such training. The development of facilities for the training oi 
psychologists can, we think, be undertaken in Calcutta where the 
Applied Section of Psychology of the Calcutta University and the 
Lumbini Park Mental Hospital can help in such training. The train- 
ing of nursing staff and of male and female attendants should be 
undertaken in all mental hospitals in India and the necessary facilities 
should, we recommend, be developed without delay. 

(d) The Establishment o! a Department of Mental Health in the pro- 
posed All-India Medical Institute. 

21. The establishment of a Department of Mental Health in the 
proposed All-India Institute is calculated to serve at least three pur- 
poses. These are: — 

(1) the development of facilities for the under-graduate and post- 
graduate training of doctors in all branches of psychological medicine 
and the demonstration to the provincial authorities of the standards 
to be aimed at, when similar training facilities are created by these 
authorities within their own territories; 

(2) the promotion of research in the field of mental health and 

(3) participation in the organisation of a mental health programme 
for the area in which the Institute is located. 

22. All the above three purposes are, to some extent, inter-related. 
No programme for training workers in mental health wdtl be complete 
without the provision of a field training centre, while tlie developmenii 
of research in this subject also requires such a centre- The active 
participation of the Department of Mental Health of the proposed 
Institute in the organisation of the mental health programme for the 
area in which it is located will help to secure the facilities for training 
and research in the field, the importance of which we have sti’essedL 

The Promotion of Positive Mental Health 

28. The pursuit of positive mental health requires the harmonious 
development of man’s physical, emotional and intellectual equipment. 
Measures designed to create and maintain an environment conducive 
to healthful living and to control the specific causes^ responsible for 
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all forms of physical and mental ill-health are essential for prcmioting 
auoh development. The oomprefaensive pro^mme of health tecon* 
siruotion which we have recommended in this report, will, if imple* 
mented, constitute in itself no small contribution to the development 
of positive mental health in the commimity. Apart from provision 
,for the prevention and cure of specific forms of ill-health, physical 
and mental, many of our proposals, 6 . 9 . , those dealing with health 
and physical education, the social aspects of our programmes for 
\nothers and children, for the schoolgoing population and for indus- 
trial workers, the removal of slums and the creation of parks and 
t>ther facilities for promoting community life should also help to 
raise the level of mental health in the community. 

The development of an integrated personality, which will help 
the individual to adjust himself to the stress and strain of life, is 
essential if sound mental health is to be achieved and maintained. 
The mental health programme, if properly organised, should be able 
to assL<^t in the ondeavour^o secure the unhampered development of 
human personality. Psychologists are agreed that the child requires 
a domestic environment which assures it a sense of security “based 
upon affection, consistency, fairness, regularity and serenity,** if its 
mental development is to proceed on sound lines. At a later age the 
child’s mental development is also influenced to a large extent by 
the teacher. An educational campaign for imparting to parents and 
teachers knowledge regarding the ways in which they can help the 
normal mental growth of the children for whom they are responsible, 
is an essential part of a montal health progranime. Such education 
will supplement the provision that the mental health service will 
make, through child guidance clinics, to correct unsatisfactory mental 
or emotional states in children which, if left unoared for, lead to the 
development of “an aggressive anti-social attitude that is socially des- 
tructive, or to a regressive attitude which is destructive to the per- 
sonality. ’* 

25. The mental health programme should also include within 
its scope educational propaganda for the adult. Opportunities for self 
expression through work and recreational facilities are of great import- 
ance for the maintenance of a man's mental health. He should there- 
fore be encouraged to create for himself as wide a field of cultural 
activity as is compatible wHh his main occupation. The development 
of hobbles helps to keep alive an active interest in life. A cultivation 
of the love of nature enables the individual to escape from the cramp- 
ing limitations of his daily round of duties and to obtain, from the 
changing panorama of Nature, a refreshment which invigorates him 
without leaving behind any adverse after-effects. The arts also pro- 
vide a varied field for self-expression outside a person *8 normal range 
of duties; 

Economic insecurity probably plays a part in preventing the attain- 
ment of full mental health in the case of many adults. The view is 
widely held that unemployment promotes the incidence of psycho- 
nfeurotic conditions and some evidence has been advanced in support 
of this view. The wider aspects of the social security problem an* 
clearly beyond the scope of our investigation. We may, however, 
draw attention to the fact that the provision of adequate medical care, 
preventive and curative for the individual, without regard to his 
ability to pay for it, is becoming recognised in all progressive countries 
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418 part of the National Social Security Programme. We haye adyo- 
cated in this report the adoption^ in India of this objeotiye of a full 
und free medical service to all. 

18. DISEASES OF THE ETE AND BLINDNESS 

This subject was fully discussed and comprehensive proposals were 
made in 19^ by a Joint Committee of the Central Advisory Boards 
of Health and of Education. Its report deals with the problem both 
in its medical and rehabilitation aspects and, as the ground has been 
amply covered by this Committee in these two fields, we need do no 
more than commend its recommendations to the earnest consideration 
of Governments and all organisations, public and private, which are 
interested in promoting the welfare of the blind and in organising 
preventive and curative health work for those who are afflicted with 
oye diseases. 
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ENVIRONMENTAL HYGIENE 

Introduction 

1. In this section we shall deal with the important problem of 
improving man’s physical environment as an essential part of the 
campaign for promoting the public health. Adequate provision for 
remedial and preventive personal health services is no doubt essential 
for protecting the individual and the community. But the creation 
and maintenance of an environment conducive to healthful living 
may be considered to be of even greater importance hecauc^e, in tiie 
absence of such provision, the services rendered by the doctor, nurse 
and other members of the health organisation will largely fail vo 
produce the desired results. In the campaign for improved health, 
drugs, vaccines and sera can in no way replace such essentials as a 
hygienic home, good food, fresh air and a safe water supply. 

2. Experimental studies carried out by Topley, Greenwood and 
their co-workers in London have amply demonstrated tlie truth 
embodied in this statement. The factors associated with the occur- 
rence of epidemic diseases in human beings are so diverse, including 
movements of people who may be <*ither protected against the 
disease by appropriate inoculation or net, that these medical scientists 
attempted to study the intricate phenomena accompanying such 
outbreaks by experiments on herds of mice using certain specific 
forms of infection. Without going into the details of these 
experiments it may be stated that the general conclusion was reached 
that, while protective vaccination would undoubtedly be of great 
value to those exposed to infection for a short time, it may prove to 
be of little benefit if the period of exposure to risk continues indefi- 
nitely. Under such conditions even the conferment or a high level 
of protection through artificial immunisation will not prove a suffi- 
cient safeguard for the community against certain diseases. We may 
quote the w'ords of Professor Groe’iwood in which he sums up certain 
general impressions resulting from These studies. *“The Victorian 
watchword that prevention, in the man in the street’s sense, is 
better than cure is still not obsolete. It is a great deal better to 
provide clean houses and food Gian to pre-immunise people against 
the possible consequences of dirty houses and food, leaving the 
environmental conditions alone. It is fortunate for the world that 
pre-immunisation against the typhoid group was not discovered in 
the days of laissez-faire ; had it been, many more thousands would 
have died of typhoid than actually did.” It is clear that, while 
preventive inoculation and similar measures have no doubt their 
place in the fight against disease, adequate protection for the com- 
munity can ultimately be secured only by the creation of those 
conditions which are fundamental to a healthy life. 

3. The measures to be undertaken by the State in order to control 
the production, transport, distribution and sale of food under hvgienic 
conditions have been discussed elsewhere in the report. In dealing 


* Epidemic arid Crowd-Diseases by Major Greenwood, D. So., F. R. C. F., 
P. R. 8.— Publishers, Williams and Norgato Ltd., Little RusseU Street, London* 
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with impersonal health services here we shall confine ourselves to 
the fqllowing^ subjects in the order indicated below : — 

(1) National planning for town and country, including housing — 

(a) Town and village planning. 

(b) Housing, rural and urban. 

(2) Public Health Engineering — 

(a) Water-supply; 

(b) General sanitation including conservancy and drainage; 

(c) Kiver and beach pollution; 

(d) Control of insects, rodents and other vectors of diseases 

and 

(e) Control of trades dangerous and offensive to the community. 

It will be seen that we have divided the subject into two broad 
groups. The first deals with town and village planning or the utilisa- 
tion of land to the best advantage of the community in order to meet 
its various requirements including the provision of space for residen- 
tial accommodation, amenities such as schools, markets, places of 
worship and recreation grounds and the development of industry, as 
well as with the problem of constructing and maintaining hygienic 
homes for the people. The second group of services has been brought 
together under the common heading of ‘Public health engineering'. 
As has been pointed out elsewhere, the modern tendency is to place 
the functions associated with such services as are included here in 
the- hands of an engineer wlio has had special traiirng to deal with 
the problems of environmental hygiene and to relieve the medical 
officer of these duties in order that he may concentrate on his preven- 
tive and curative medical work. 

4. The subjects under consideration here are of such importance and 
some of them raise issues of such complexity as would seem to 
justify By)ecial investigation before decisions can be reached in 
respect of them. We liave had neither the time nor the opportunities 
for a detailed consideration of these problems. We are therefore 
confining ourselves largely to certain general principles leaving their 
ipplication to be decided after a review of the local conditions in 
mch case. In the pages that follow we have put forward certain 
suggestions in res])ect of these problems and, although we feel that 
they do not rT)]istitute conclusions based on such a detailed consi- 
deration as tlieir ini])ortance would require, we trust they will help 
to stimiilatt' disciiss’on and to facilitate further action. 

TOWN AND VILLAGE PLANNING 


Introduction 

1. The purposes to he achieved by town and village planning include 
the following : — 

(1) The iitilisaticui of tlie available land to the best advantage of 
the community by making provision for all its needs. Land is 
required for the development of residential areas with such amenities 
as recreation grounds, ])laccs of amusement, markets, schools and 
centres of worship. There should be provision for the location of 
industries in such a manner as to prevent the smoke, noise and 
offensive effluents proi’oecling from them spoiling the health and 
amenities of the inhabited area. 
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(2) Most of the populated and urban centres in this country have 
grown up in the past without due regard to the principles of planning. 
Therefore an immediate task which must be faced is that of provid- 
ing for an amelioration of existing slum conditions. The demolition 
of overcrowded and insanitary blocks of houses and their replacement 

hygienically constructed dwellings, in surroundings which are 
pleasant and conducive to healthful living, constitute the most urgent 
need, particularly in many of the larger industrial centres. The 
removal of sluins raises at once the question of housing the people 
deprived of their homes and rehousing plans therefore constitute an 
important part of clearance schemes. 

Town and village planning must be concerned, at least indirectly, 
with the problem of housing also, although the primary object is 
that of securing a reasonable distribution of the available land between 
the varying needs of the people. 

(3) The development of communications is such an essential part of 
community life that planning must include, within its scope, the 
provision of such facilities in the area covered by its operations. 

(4) The aesthetic aspects of town and country planning should not 

ignored. In both types of areas there is room not only for provid- 
ing for man’s physical needs but also for promoting his sense of 
beauty and love of nature which help him towards securing certain 
deep-seated satisfactions. 

In considering these problems we have been greatly assisted by 
a report prepared for us by Mr. B. B. Kagal, Chief Administrative 
Officer at Jamshedpur, who undertook, at our request, a rapid tour 
of some parts of the country to study the problems of town and 
village planning and of housing. The more important parts of his 
i*eport have been incorporated in Appendix 24 to our report. 

The Present Position 

2. The present state of town and village planning in the various 
provinces of India has already been suiweyed briefly in Volume I, 
Chapter X, of this Report. While it is true that some attempts have 
been made to regulate the growth of certain cities and to deal with 
slums and conditions of overcrowding in them by the creation of Im- 
provement Trusts, the number of such Trusts, ‘is so small, and, for 
various reasons which will be discussed later, the success achieved by 
them has been so limited that the total effect of such planning on the 
country as a whole has been negligible. Indeed it has often happened as 
pointed out by the Central Advisory Board of Health at its meeting in 
1940, that, after costly slum clearance operations were carried out by 
Improvement Trusts, the cleared areas were permitted by the autho- 
rities concerned to be built over without regard to the requirements 
of light, ventilation and sound hygienic construction. Such failure 
on the part of the local health authorities to enforce the powers they 
possess for regulating housing has resulted, not infrequently, in 
defeating the specific purpose for which slum clearance w^as 
carried out by the Improvement Trusts. The haphazard growth of 
industrial concerns in residential areas has also taken place in many 
of the larger industrial towns and cities as the result of failure, on 
the part of the authorities concerned, to take appropriate action in 
the past. Shims have often ^own around such industries and have 
helped to add to the congestion and insanitation of the areas con- 
-cemed. Villages have frequently developed without streets and 
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without an^ attempt to regulate building construction. These 
remarks apply also to many of the smaller towns. As a result the 
orderly development of rural and urban residential areas has been 
woefully neglected in the past. 

3. This state of ahairs must not be allowed to continue. The 
Census of 1941 has revealed an accelerated rate of urbanisation in India 
and this tendency has received further impetus during the later years 
of the war. In the post-war period it is to be anticipated that new 
large-scale industrial developments, the active promotion of agricul- 
tural operations on a wide basis and the execution of large public 
works will, in all probability, help to create new townships and 
settlements and thus further the process of urbanisation. It is, there- 
fore, of paramount importance to regulate the growth jof towns in 
accordance with tlie principles of sound town planning and to make 
a determined effort to eradicate existing slums and to prevent condi- 
tions in which they can again grow and thrive. It is recognised that 
there are serious limitations to the improvements that can be effected 
in respect of existing built-up areas. These have grown during a 
number of years and it may not be easy to demolish and rebuild 
them in all cases. Tradition, prejudice, ignorance, a conflict of 
interests between the community and private individuals ind the 
enormous expenditure that is involved are all factors to be reckoned 
with. At the same time, unless measures are taken now to retrieve 
the errors of the past and to ensure that new towns, cities and other 
inhabited areas are planned on sound principles, the problem we 
shall be creating for the future will be even more serious than that 
which faces the country today. 

OUB BEOOMMENDATIONS 
Short-Term Programme 

4. The establishment of directional authorities in the I'rovinces 
and at the Centre , — We consider it essential that a Ministry of Hous- 
ing and Town and Village Planning should be estabhshed in each pro- 
vince as only in this way, can the subject receive the attention which it 
demands. Planning involves co-ordinated action by various govern- 
ment departments, such as those of land, agriculture, industries, 
public works, irrigation, local self-government and health and the 
proposed Ministry will be responsible lor ensuring that the necessary 
co-operatic«i of all the concerned departments is secured. 

5. At the Centre we are not suggesting the creation of such a 
Ministry. Most of the direct responsibility for planning and execu- 
tion will rest with Provincial Governments, but at the Centre there 
should be an expert in town planning who, for the purposes of admin- 
istration, may be attached to the establishment of the Director- 
General of Health Services under the Ministry of Health. Tn making 
this recommendation we have been infliunu'ed by the fact that, wdiile 
the subject of towm and country planning is related to the activitie^^ 
of various departments of Government, the health aspect of this 
activity is, in our view, of over-riding importance. 

6. This officer, although he will be attached to the Central Ministry 
of Health, should be the consultant on this subject to other depart- 
oients such as the Kailways and Posts and Telegraphs. He will bo 
responsible for advising on all matters relating to town and village 
planning in Centrally Administered Areas. Further, all provincial 
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schemes which receive hnancial support from /the Central exchequer 
will be scrutinised by him from the technical point of view before 
being sanctioned, during execution and on their completion. His 
professional advice will also be available to the provinces even in 
respect of schemes which are not supported by grants from the 
Centre. 

7. We suggest that the Central Directorate of Town and Village 
Planning should function as an Information Bureau for town plan- 
ners throughout the country and that the Directorate should be 
equipped with an adequate library and literature on the most recent 
developments in this field in other countries in order to make the 
information service that is provided as up to date and complete as 
possible. 

8. As it is in the provinces that the major activities in connection 
with town and village planninor wdll be carried out, the technical 
assistance to be provided to the Ministry dealing with this subject 
will have to be on a larger scale than that suggested for the Centre. 
But, before we go into the details of the composition of such a 
provincial technical organisation, we may consider some of the more 
important functions which wilL have to be performed in connection 
with the proposed planning. The carrying out of such functions will 
have to be regulated by legislation and we therefore olfer the follow- 
ing suggestions regards \g such legislation. 

9. Tow 71 Planning Legislation . — The main provisions of towji 
planning legislation should include, among others, (1) the reserva- 
tion of land in and around a town within certain notified limits in 
order to prevent its development in a manner incompatible with the 
principles of town planning; (ii) the prevention of ribbon develop- 
ment, that is the growth of a town along a highway and (iii) tla* 
requirement that all local authorities, improvement trusts, building 
societies, industrial organisations, private estate development con- 
cerns and Government Departments should submit all schemes for 
land development or slum clearance to the Provincial Ministry of 
Housing and Towm and Village Planning for previous sanction before 
such schemes are proceeded wdth. 

It is suggested that the proposed legislation should empower 
Governments to declare, by notification, the minimum size of projects 
to be submitted for approval in terms of the acreage of land to be 
developed, the number of houses to be built or the number of persons 
expected to be housed. 

10. We suggest that the following minima may be, prescribed iu 
respect of the size of a developmental area and of a housing scheme 
in order to make approval by the proper authority a condition prece- 
dent to the starting of operations, namely, a plot of over 15 acres in 
size or a housing scheme involving 100 or more houses or. family units 
or a scheme for housing 500 or more persons. 

11. We believe that town and village planning are Provincial func- 
tions. Legislation to regulate planning in respect of towns exists 
In the provinces of Madras, Bombay, the Punjab and the United 
Provinces but, as far as we are aware, no such provision exists in 
respect of rural areas. We consider that legislation should be enact- 
ed in all the provinces on a fairly uniform basis and that it should 
include, within its scone, hdth urban ..and rural areas We there- 
fore suggest that the Central Government should, in consultation 
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with town planning experts, draw up model legislation and recom- 
mend its adoption by the Provinces or, with their approval, seek 
the enactment of an all-India Act. In either case consideration 
should be given to the possibility of incorporating in the proposed 
legislation all the requirements that modem conceptions regarding 
towrT and country planning would suggest for inclusion. Compulsory 
acquisition of land is often an important measure to be adopted in 
this connection and, as this subject is also at present one within the 
jurisdiction of tne provinces, we recommend that the existing law 
on this matter should be examined and that sucli modificationB as 
may be considered necessary should be incorporated in the proposed 
model legislation. 

12. The provincial technical organisation . — We consider it essen- 
tial that the Provincial Ministry of Housing and Town and Villa:;e 
Planning should be able to call upon the services of a technical 
expert as its adviser, who may be called the Director of Town and 
Village Planning. The Provincial Director should have in the begin- 
ning three Kegional Assistant Directors in tlie larger provinces. Their 
number may be suitably reduced in the snuiller provinces. 

The duties of the Director of Town and Village Planning will 
include, among others, the following:* 

(a) To draw up master plans for such local authorities as may 

ask for them; 

(b) To determine, on his own initiative or at the request of 

individual local autliurities, the area around each of 
them in which the development of land should be 
controlled, and to advise the Minister to notify such 
area as reserved for tow'n planning; 

(c; To advise other goveniment departments, improvement 
trusts, local authorities, registered housing co-operative 
societies and other organisations interested in town 
planning and housing, on the schemes they propose and 
to draw up schemes for them, if they have no compe- 
tent technical advisers. If it is considered necessary to 
levy a fee on all organisations except government 
departments for the advice given to them, it is suggest- 
ed that the fee should be kept to the minimum possible 
level in order to encourage all concerned to obtain the 
technical advice of the provincial town planning expert; 

(d) To examine schemes submitted to the Ministry for 

approval under the provisions of the proposed legisla- 
tion and to advise the Minister on them; 

(e) To inspect schemes during execution and on completion, 

in order to (msure that they are carried out on approved 
lines. 

. The Director of Town Planning is not expected to interfere with 
the routine administration of the improvement trusts and other 
^’oncerns. But, as has been pointed out above, it will be his duty to 
^ee that, in the execution of works by them, the prescribed standards 
maintained. 

13. While our proposal is that every scheme falling within the pres- 
^'ribed standards should receive the prior sanction of the town plan- 
ning authority before execution is proceeded with, such legal provi- 
sions will have to be supplemented by routine inspections in order 
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to ensure that there is no contravention of the law. The Director 
of Town l^lanning and his organisation constitute too small a staff 
for the effective carrying out of such inspections. We, therefore^ 
suggest that the Public Health Engineers at the district headquarters,, 
the Assistant Public Health Engineers attached to the secondary 
units and the Public Health Inspectors in the primary units should) 
undertake such inspections on behalf of the Director of Town Plan*- 
ning and bring to his notice cases of construction without the prior 
sanction qf the proper authority. In the earlier stages of our pro- 
gramme there will thus be more effective supervision over unauthor- 
ised construction in the area under our scheme than in the territory 
outside it. The Begional Assistant Directors of Town Planning 
should, in the initial stages, concentrate attention primarily on the 
latter in order to ensure that a reasonable measure of compliance 
with the requirements of the law is enforced in this area also. 

The Director of Town Planning should have a salary and status 
comparable with those of other heads of departments. 

The Quattflcaticms of a Town and Village Planner 

14. In India planning has suffered in the past from the fact that the 
recognised expert advisers to Governments have, in many cases, been, 
civil engineers in cftBirge of Public Works Departments. While some 
knowledge of engineering is no doubt necessary, a town planner is not 
merely an engineer. Similarly, while he should know something of 
architecture, the town planner is not an architect pure and -simple. 
The examination for the Associate Membership of the Town Planning 
Institute of London gives some idea of the range of subjects with 
which a town planner should be familiar. The intermediate examina- 
tion for this qualification has a paper dealing with elementary principles 
regarding construction of buildings and roads as well as surveying and 
levelling. In the final examination the subjects include: (a) the^ 
history of town planning, (b) town planning practice, (c) town plan- 
ning in relation to architecture and amenities, (d) town planning in 
relation to engineering, (e) town planning in relation to surveying, and 
(f) the law relating to town and country planning. The student is 
required to liave some elementary knowledge about sewerage and 
water supply. The details set out in the syllabus indicate that the 
candidate should have, in relation to sewers and drains, information 
regarding requirements in respect of population and general knowledge 
of capacity, gradients and sewage disposal. He must also be familiar 
with the relation of the distribution of water, gas and electric supplies 
and sewage disposal to “zoning’’. 

We have indicated above, in some detail, the technical qualifies- 
tions of a town and village planner because we consider it will be a 
mistake to continue the practice of entrusting this branch of public 
administration to « (’ivil Engineer who does not possess the special 
knowledge that planning requires. . 

Planning in Urban and Bural Areas 

• 15. Large cities . — Tn some of the larger and more congested cities 

of India, improvement trusts have been engaged, for some time, in 
slum clearance and the improvement of housing. These trusts have 
been erected under different provincial Acts and they do not function 
in the same manner. For instance, we understand that the* Calcutta 
Improvement Trust has no control over the erection of buildingt^ 
on cleared areas while the United Provinces Town Improvement Act 
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^akefi the trusts the authorities responsible for operating, in the 
tireas under their scheme the provisions regarding building and 
drainage in the provincial Municipal Act. The Delhi Improvement 
Trust was constituted by the ^Government of India by the applica- 
tion, under the Delhi Laws Act, of the United Provinces Town Im- 
provement Aot and this Trust exercises the right of enforcing the 
building and drainage byelaws of Delhi Municipality. It is under- 
stood that the Trust, in addition to such powers, imposes other condi- 
tions also, e.^., those relating to the lease of land for building pur- 
poses. It maintains its own staff for inspection during the construc- 
tion of buildings and also after occupation, in order to ensure that all 
•the rules and regulations are satisfied. 

16. We have described above these difierences in the functions of 
improvement trusts in order to draw attention to one or two 
matters. In Calcutta the responsibility for slum clearance and the 
responsibility for enforcing hygienic standards of construction in the 
cleared areas have been separated and assigned to two independenli 
authorities, namely, the Improvement Trust and the Municipal Cor- 
poration respectively. This is understood to have worked unsatis- 
factorily as the building byelaws of the city have not been effectively 
enforced and the purpose, for which clearance was undertaken, 
appears to have been defeated. On the other hand, in Delhi the 
Improvement Trust is carrying out, in the areas covered' by its 
schemes, functions which should legitimately be performed by the 
municipal authority. This results in the maintenance of separate 
supervisorv staffs by the two authorities for the exercise of similar 
-functions in contiguous areas. 

It seems to us that neither of these represents a completely satis- 
factory situation. It is deplorable that cleared areas resulting from 
costly demolition operations should be allowed to be built over 
without adequate control. At the same time, measures designed to 
remedy this defect should not result in creating, within the area of 
a municipality’s jurisdiction, another body •which usuries some of its 
functions. 

17. Before we make suggestions to meet the difficulties indicated 
above we may state our view that, the establishment of improvement 
trusts is necessary in all large cities of India for dealing with large 
scale slum clearance and rehousing. We consider, however, that the 
responsibility for enforcing the law in respect of building construction, 
drainage and water supply, in the developed areas should rest with 
the local authority. It should be obligatory on the improvement 
trust, as on any other body or individual promoting large scale 
housing, to carry out the requirements of local byelaws regarding 
housing, water-supply and drainage. In fact, as a responsible 
public authority, it does not seem unreasonable to suggest that the 
trust might provide even better standards than those laid down by 
the local authority as being applicable to all. 

18. We realise that, under existing conditions, local bodies have, 
for one reason or another failed to a large extent to carry out the func- 
tions entrusted to them. We have made various suggestions ^ in 
Chapter XVII, for improving the efficiency of local health adminis- 
tration. Apart from the legislative^ and administrative measures 
which have been suggested, we have included in our recommendations 
the appointment of public health engineers at three different lavels 
of administration, namely, the headquarters of the province, the 
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district, and secondary unit, in order to assist in improving environ- 
mental hygiene including the enforcement of suitable standards for 
housing. We therefore believe that, if our recommendations are given 
effect to, local health authorities should be in a position to ensure 
greater compliance with the prescribed standards than they have 
done in the past. An improvement trust is at liberty, like any other 
corporate body or individual undertaking the development of large 
housing programmes, to employ such staff as it considers necessary 
to supervise jts own schemes and ensure sound construction and the 
fulfilment of the prescribed standards. Nevertheless the local autho- 
rity, advised by its technical officers, will continue to be responsible 
for enforcing these standards. Housing is but a part of the wider 
problems of environmental hygiene for the solution of which the local 
health authority must remain responsible. 

19. In making this recommendation we are not ignoring the possibi- 
lity that, under existing conditions, cej’tain ijmprovement trusts 
may be carrying out the function of enforcing housing standards in 
a more effective manner than the local authorities with which they 
are associated and whose powers they have taken over. In these 
circumstances we feel that, we must leave it to the Provincial 
Governments concerned to decide whether the present system or the 
one suggested by us should continue for the time being. 

20. In order to indicate the comprehensive nature of the planning 
that can be undertaken in a large city we give below a master-plan 
prepared for one such city, which makes provision for the following: — 

(1) industrial zones with railway facilities; 

(2) areas for housing industrial labour in close proximity to 

the industries, with provision for amenities so as to 
make these self-sufficient townships; 

(3) extension of the Civil Station providing accommodation for 

upper and lower middle class citizens with their domes- 
tic servants; 

(4) location of busines.s and civic centres on wide roads; 

(5) reservation of sites for public and quasi-public institutions 

in convenient localities; 

(6) ring roads separating external and internal traflBc; 

(7) building sites for the poor within a reasonable distance of 

their places of work, with provision for amenities similar 
to those provided for townships; 

(8) parks and playgrounds distributed over the entire area; 

(9) canalisation of water-courses and diversion of sullage and’ 

sewage into a complete water-carriage system of drain- 
age and 

(10) wide arterial roads driven through the heart of the existing 

congested city, 

21. One of the handicaps, from which existing improvement trusts 
have suffered, is lack of technical assistance. Every trust should be 
required to employ a town planner on its staff as soon as trained 
personnel of this class become available in sufficient numbers. Such 
technical assistance and the requirement that all schemes above a 
certain prescribed standard should receive the previous sanction of 
the provincial town planning authority before the commencement of 
operations, should suffice to ensure that the schemes carried out by* 
improvement trusts will not be technically unsound. 
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22. We would suggest .that these trusts should not be allowed ta 
sell land freehold. It should be given on long lease for building pur- 
poses with such conditions as are necessary to ensure that the pres- 
cribed standards are observed. 

23. We are suggesting in the next chapter that the development of ^ 
housing should dehnitely be the responsibility of Governments but 
that local authorities and improvement trusts should be made the = 
main instruments for discharging this responsibility. Priority should 
be given to housing schemes for the lower income classes. 

24. Other urban areas . — The urban areas for which the establish- 
ment of improvement trusts is likely to be considered not feasible 
will I from the point of size and importance, be such as to make them 
suitable for inclusion in the district health organisation we have 
proposed elsewhere in the report. The local authority that should 
be made responsible for the planning of such urban areas should be 
the District Health Board. This authority should, as in the case' 
of an improvement trust, be required to maintain on its establish- 
ment a trained town planner who will, in technical matters, be 
•subject to the supervision of the Provincial Town and Village Plan- 
ning Directorate. The public health engineering staff maintained hj 
the District Health Board will be able to help, as has already been, 
pointed out, to carry out effectively town planning administration. - 

25. Rural areas . — The rural areas present the most difficult pro- 
blem from the point of view of planning. In certain provinces many 
villages have no streets or roads, the houses having been built in- 
discriminately over the village site. The reconstruction of built up 
areas on lines conforming to modern conceptions of planning will by 
no means be easy even in the larger towns and cities because ot 
vested interests and of the high cost involved. Por these and for 
certain other reasons it will be even more difficult to rebuild, 
villages, on any substantial scale within a reasonable period of time. 
Until the health organisation we have proposed is extended over the 
country and is sufficiently strengthened to enable it to take an effect- 
ive share in rural planning, the provincial Town and Village Planning. 
Directorate will find it difficult to secure suitable staff to undertake 
satisfactory supervision over the schemes that may be developed in 
rural areas. In these circumstances, we feel that however desirable 
it may be to replan existing villages, such planning may not be prac- 
ticable as a short-term measure and that, during this period, atten- 
tion may have to be confined to the lay out of new villages which 
niay be established ns the result of developments in industry, mining,, 
agriculture or the settlement of demobilised personnel. In the case* 
of all new villages we recommend that the provincial Director of Towi> 
and Village Planning should be consulted beforehand by the depart- 
nient concerned and that he should design the lay-out. Large scale 
J’oad developments, electrification and irrigation projects may also* 
stimulate the growth of village communities and if, with the initiation* 

such projects, planning principles are not simultaneously applied, 
tnere is a real danger of increasing the number of problems which 
are seeking to solve. Boad construction should be accompanied* 
adequate legal provision against ribbon development. Here again 
^^phasis should be laid on the need for prior consnltation between? 

planning authority and the departments concerned with th^ 
P^^omotion of development projects. 
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26. There are certain aspects of village planning which have been 
^mpnasised by Mr. Kagal in the report which he has prepared for 
ns. We commend these for consideration. We may quote his own 
woraa- — 

*‘The technique of planning for villages is not difierenl; from that 
for towns. It has, however, to be modified according to the needs, 
characteristics, customs and standards of living. It is in this sphere 
that the knowledge of local conditions, customs and habits plays a 
very important part. 

*'The location of the market place in relation to the village, of 
the manure pits, the cattle-shed and grain-store in relation bo the 
home are some of the problems that need special study and tactful 
.handling. The principle of ‘‘neighbourhood units’' adopted in the 
town can be worked into a village siting plan to enable one unit to 
serve several villages." 

27. The preservation of rural amenities is another aspect of plan- 
ning for the countryside which should not be lost sight of. The pro- 
vision of certain essential requirements for the maintenance of health 
such as protected water supply, drainage, markets and communica- 
tions, is of course of fundamental importance. Apart from these, how- 
ever, we consider it desirable that mc^ern developments such as indus- 
trial and other projects of a remunerative nature should not be permit- 
ted to destroy the natural beauty of the countryside. As has been 
pointed out by Mr. G. M. Trevelyan, continued residence in cities is 
"not without deleterious effects on imagination, inspiration and crea- 
tive power" while a holiday in the country enables a person ‘‘to drink 
in with the zest of a thirsty man the delights of natural beauty and 
return to the town reinvigorated in soul". An orderly development 
of rural community life so as to promote economic and social welfare, 
without at the same time disfiguring the face of nature, is the ulti- 
mate aim that planning should keep in view. 

liocation of Industry 

28. We are concerned with the problem of industrial development 
only from the point of view of ensuring conditions favourable to the 
health and well-being of the workers and of the general community. 
We have considered the question in relation to the industrial workers 
in our chapter on occupational and industrial health. Here we shall 
confine ourselves to the question of the repercussion that the location 
of industry may have on the health of the general community. 

29. The haphazard location of industries in inhabited areas must be 
controlled by proper legislation. Legal provision exists in certain 
provincial Local Self-government Acts for enabling the local authority 
to regulate their location within their areas. For instance, in the 
province of Madras, municipal and non-municipal local authorities 
have power to regulate, by the issue of licences, the establishment 
of any factory, workshop or work-place in their territories provided 
these employ steam, water or other mechanical power or electrical 

•power. It has been specifically laid down that the local autho- 
rity has the right to refuse permission if. in its opinion, such loca- 
tion is objectionable by reason of the density of population in me 
vieighboiirhood or by the likelihood of nuisance being caused. ® 

desire that provision for controlling the location of industry i 

be inchuled in the proposed model legislation we have recommen e 
•earlier in this chapter. Such provision shotild be applicable to urh 
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and rural areas. It is desirable that the law should be suihcientlj 
elastic to bring within its scope all industrial establishments which 
are likely to be detrimental to the health of the community, irres- 
pective of the question as to whether electrical or any form ot 
mechanical power is used. 

80. We have already suggested earlier in this chapter that, when- 
ever an industry is to be established, the lay-out should be submitted 
to the Ministry of Housing, Town and Village Planning for previous 
approval. This requirement should apply not only to factories but 
also to any residential accommodation for industrial workers. In 
order to ensure that this legal provision is properly carried out we 
would suggest that the Director of Town and Village Planning and 
his assistants should be given the powers of factory inspectors for 
inspecting and taking appropriate action in respect of any violation 
of approved plans. , 

31. A colony for industrial workers should not be permitted on a 
temporary basis for a longer period than three years and, even during 
this period, provision should be made for such amenities as roads, 
water, drainage, sanitation and lighting. Failure to make such pro- 
vision will generally result in the creation of conditions which are 
harmful to the health not only of the workers but also of the general 
community among whom they live. Our attention has been drawn 
to the extremely unsatisfactory conditions under which labourers 
employed on Government works in the capital city of India have been 
forced to live. We trust that such conditions will not be allowed to 
continue. 

Training Facilities 

32. There are no facilities in India for training in the subject of 
town and country planning. No degrees or diploma courses have been 
instituted in the universities. The subject is not taught in any of 
tile existing engineering colleges. Nor has there been in the past a 
demand in the country for the services of trained town planners. 
The proposals we have made here will, on the other hand, require 
the creation of a large body of trained workers in this field. We make- 
two recommendations in this connection. One is that a certain num- 
ber of selected individuals should be sent to Europe and America for 
training in the subject. The other is that town planning experts 
may, if necessary, be recruited on short-term contracts from abroad 
and that training centres should be set up at least m a few univer- 
sities in the country. 

The Recruitment of Town-planning Officers lor the Centre and the^ 
Provinces 

33. During the short-term programme it may be necessary for the 
Crovernments in India to obtain the services of town-planning experts 
from abroad on short-term contracts. We consider it desirable that 
{-ho Central Government and at least the major provinces should 
mitiate town and village planning activities on the lines suggested 
m this chapter with the least possible delay. If the programme of 
timing suggested by us proceeds satisfactorily a sufficient number of 
lirftmed men will, in due course, become available to extend the ser- 

into the smaller provinces as well as for expanding the work 
^ ready in progress in the- larger ones. 
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EstaUliflluneiit of an Institute o! Town and Bural Planning 

34. We believe that the advancement of science, in whatever field 
it may be, will be promoted by the creation of suitable scientific and 
technical societies. These help to stimulate discussion and to 
•develop scientific activity. They also help to , establish desirable 
standards of professional conduct and efficiency. In their report the 
Industrial Commission (1918) on Scientific and Technical Societies 
said, “we are of opinion that the interests of India demand the 
• establishment of Indian institutes, societies and associations analo- 
.gous to the Institution of Civil Engineers, Chemical Society and the 
British Association for the Advancement of Science**. We 
believe that, in due course, the development of town and country 
planning in India will be served by the creation of such an Institute 
of Town and Eural Planning. We may draw attention to the Hoad 
'Congress which has been established with the object of promoting the 
science and practice of road-building and maintenance and of provid- 
ing a channel for the expression of the collective opinion of its 
members on all matters pertaining to roads. Its membership is open 
to qualified engineers who are or have been connected with roads, to 
other persons of scientific eminence who are engaged in a responsible 
capacity in scientific work allied to road construction and maintenance 
as well as to persons who are engaged in the administration of roads 
or road transport, in business connected with the construction and 
maintenance of roads or in the manufacture or sale of material used 
in connection with the making or repairing of roads or road transport 
vehicles. The Congress has a Governing Body which provides repre- 
sentation for official engineering departments, engineers in Indian 
States, district board and municipal engineers and the general body 
of members of the organisation. The creation of a similar organisa 
tion for town and village planning will constitute an important step 
forward in promoting the development of this activity on sound linos 
and in advancing the cause of education and research in the subject. 
The Long-Term Programme 

35. In our view the implementation of the recommendations out- 
lined in this chapter can and should be started with as little delay as 
possible during the short-term programme. Inadequacy of trained 
personnel and lack of funds will naturally make progress slow, parti- 
cularly in the early stages. The replanning of established cities and 
towns, involving as it does large slum clearance and rehousing 
jschemes, must necessarily take time and can be accomplished only 
in stages. In regard to the planned development of our urban and 
jrural areas it seems irrelevant to speak of two specific stages of short 
and long-term effort. Certain measures must, however, take prece- 
.dence over the others. These include the creation of facilities for the 
training of the required presonnel, the establishment of planning 
'directorates at the Centre and at least in the major provinces and the 
enactment of the necessary legislation on the lines indicated by us. 
These and such other recommendations of ours as can be earn 3d 
*out without delay should receive early attention. They will consti- 
tute the short-term programme while the continuing range of activity 
designed to promote urban and rural land development on lines best 
"^tted to serve the interests of the community will remain an un- 
^ding task, shaped and guided as it will be by changes in social 
•outlook and by the growing comjplexity of the community's needs. 
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CHAPTER XIII 

HOUSINa, RURAL AND URBAN 

:iniroductioii 

1. Housing and town and village planning must be considered as 
•being complementary to each other. Housing in its wider sense is 
•concerned with the development of residential areas in such a maimer 
•as to provide for the people hygienic dwellings in pleasant and 
healthy surroundings, with facilities for recreational and social 
activities. Planning is concerned with the equitable distribution of 
the available land according to the various needs of the community, 
which include the provision for residential and industrial areas, space 
for broad thoroughfares, parks and gardens, and further development. 
'Thus the planning of land distribution and the development of 
housing seek to achieve jointly the purpose of transforming the 
physical environment in order to create suitable conditions for health- 
ful living. 

2. The modern conception of housing is against the idea of 
(Creating a conglomeration of buildings erected without planning and 
often resulting in mere mechanical extensions of existing urban 
•centres. On the other hand, in progressive countries, advanced 
thought in regard to the planning of land development and the pro- 
vision of housing for the people favours the creation of what is known 
as the community unit. We may indicate what we mean, by a 
quotation from Catherine Bauer’s “Modern Housing”. “The ideal 
has undoubtedly been the self-contained regional town, complete 
with assorted industries, and agricultural belt and full facilities for 
-social life. This is the one way to carry the premises underlying 
'modern housing and planning through to a really satisfactory con- 
clusion. The building of completely new cities, of a size and extent 
limited in advance and located scientifically in respect of natural 
resources, manufacture, and distribution, is the only way in which 
the use-standards embodied on a small scale in the best modem 
housing can be enlarged to include all of modern human environ- 
ment”. 

3. It will thus be seen that the new outlook is tending towards 
the promotion of land development and housing as a co-ordinated 
process in order to assist the growth of community life, including 
employment, on a rational basis. We believe that, howsoever 
difficult the housing problems of India may appear to be at present, 
we should approach their solution from this point of view\ Whether 
it be rural or urban areas, the provision of hygienic homes for the 
^people and of facilities for full community life are common ideals 
to be realised. The villages, with their sparsely distributed popula- 
tion and the simpler habits of their inhabitants, whose vocations are 
mainly confined to agriculture and cottage industries, present a loss 
complicated problem than the towns, with their requirements based 
•on industrial development and populations living under intensely 
•congested conditions. 

‘ArisUng Houring Oondltlons in Urban and Rural Areas 

4. Housing conditions in India present a deplorable picture. 
Statistics of building and house construction are not available, but 
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the following figures for inhabited houses relating to India as a whole^ 
including the Indian States are taken from the Census Beport of 
J941:— 


Census year 

1911 

1921 

1931 

1941 


Average number of persons per 
house (British India and Indlai^ 
States) 

4 - 9 
4*9 
50 

5 - 1 


[When it is remembered that these figures relate to houses of everj^ 
description and size, from the one-room tenement to the largo 
mansion, and include even temporary structures of flimsy construc- 
tion so long as they are used for habitation, the value of these 
averages, for indicating the true extent of housing accommodation 
available to the people, is doubtful. .One fact emerges. During the 
past few decades the rate' of growth in housing has not kept pace 
with the rise in population. 

5. A brief siurvey of existing housing conditions has been attempt^p 
ed in Chapter X of Volume I of oinr report. It is in no sense com- 
prehensive in scope or complete in detail. We have given some of 
the impressions that we gained during our tours, of the terrible 
conditions of housing in some rural and urban areas and in particular 
of the appalling overcrowding in industrial areas. The single-room 
tenement is a common feature of even many of the- more recently 
constructed housing accommodation -in industrial areas. It often 
houses more than one family and in any case has to serve as living 
room, kitchen and bedroom. The sanitation of such tenements 
is usually inadequate and of a very rudimentary nature. Even 
where blocks of single rooms have been built for workers, the 
latrine and washing accommodation is usually quite insufficient. 
The War has greatly aggravated overcrowding in the great industrial 
areas. Thousands of workers have been drawn to them by new war 
industries or by the expansion of old ones, but little attempt has 
been made to provide the additional accommodation required. The 
result is that conditions in Calcutta, Bombay, Madras, Cawnpore, 
to mention only a few cases, are indescribable and intolerable. Thou- 
sands are without any home or shelter and have to live and sleep on 
pavements, verandahs, in open spaces, under trees, in cowsheds or 
!n any temporary shelter. The Whitley Commission wrote in 1930: — 

“Neglect of sanitation is often evidenced by heaps of rotting 
garbage and pools of sewage, whilst the absence of 
latrines enhance the general pollution of air and soil. 
Houses, many without plinths, windows and adequate , 
ventilation, usually consist of a single small room, the 
only opening being a doorway often too low to enter 
without stooping. In order to secure some privacy, old 
kerosene tins and gunny bags are used to form screens 
which further restrict the entrance of light and air. In 
dwellings such as these, human beings are born, sleep 
• and eat, live and die". 

Conditions in urban areas are much worse today. 

6. Provincial Governments have taken very little interest in th® 
development of housing estates or in providing working class i.ccorfr- 
xnodation. The number of houses built by Improvement Trusts tor 
the poorer section of the population', for the relief of overcrowding, ot 
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for those displaced by slum clearance schemes, has been negligible. 
Most of the progress made in the housing of industrial workers ha& 
been by railways and other authorities and by large employers of 
labour, many of whom have built quarters and housing colonies for 
their employees. Some are satisfactory, but many are still below 
a desirable standard for the low-paid workers. Private building 
activities are mainly for the benefit of the middle and wealthier 
classes. 

There are laws in the major municipalities dealing with the pre- 
vention of overcrowding and the observance of elementary rules of 
hygiene; and they also exist in some of the enactments relating to 
smaller municipalities. But the authorities have shown little or no 
interest in their enforcement; and very few local bodies have 
attempted to control or to encourage the development of housing 
on proper lines in urban areas. 

7. In rural areas, houses are without water supply and latrines; 
lighting is inadequate or non-existent; many are in a state of dis- 
repair, and without ventilation. Sometimes, the industrious house- 
wife, with her general sense of tidiness, endeavours to keep the 
inside of the house clean and her brass utensils polished; but she is 
generally oblivious of or indifferent to the defects in the sanitation 
and cleanliness of the environment. 

8. There is practically no control of rural housing throughout the 
country, although in Chapter X of the Punjab Colony Manual, the 
Punjab Government gives detailed instructions regarding the seleo- 
tion of sites for villages in colony areas and the manner in which 
such villages are to be laid out. No standards have, however, been 
prescribed for the dwellings to be built in these villages. Kecently, 
the Punjab Government has decided to extend village planning to: 

(a) a district board area where urban conditions have developed 

because of close proximity to a town, when it is found 
that, lor any reason, it is not possible to extend the boun- 
dary of the town so as to include the rural area under 
consideration; 

(b) large villages of the size of small towns which, for one reason 

or another, cannot be notified as small towns; 

(c) villages found on survey to be tuberculosis-ridden and 

(d) new villages which are springing up at important meeting 

points of main roads in different parts of the Province. 

The Impossibility of making an Estimate of Housing Requirementa 

9. This brief review of existing conditions has not taken into 
account the continuing growth of India’s population. During the 
ten years from 1931 to 1941 the population of the country, as a whole, 
increased by 50 millions or about five millions annually. In the 
absence of reliable statistics, even u rough estimate of the number 
of houses required for the country, taking into consideration the rate 
of population growth, the death rate and other factors, is almost im- 
possible. There are also social changes which affect the housing, 
problem. The disintegration of the joint family system, which wiU 
increase in tempo with industrialisation, and a rise in the standari 
of living, may well result in a demand for housing accommodation 
^ot less pressing than that caused by the growth of population 
during the two decennial periods, 1921 — 31 and 1931 — 41, tho net 
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[increases in houses were 4*8 and 8*5 millions while the corre- 
jsponding increases in population w'ere about 30 and 50 millions 
'These represent average annual increases in population to the extent 
• of three and five millions respectively during the two periods. The 
new houses built, during the two periods, were 16 per cent and 17 
per cent of the respective annual increases in population. Inspite 
of these increases, the density per house rose from 4 ‘9 in 1921 to 
.5-1 in 1941. 

10. Without further data than are now' available, it is not possible 
-even to hazard a guess as to the extent of new construction neces- 
sary for providing housing accommodation of a reasonable standard 
for the existing population. A definition of what that standard 
should be would influence the estimate of the number of new houses 
■required, because a large percentage of existing houses would be 
condemned as unfit for human habitation by any reasonable standard, 

.and another large percentage w^ould require extensive improvement 
before they can reach the required standard. 

Recent Housing Developments in Western Countries 

11. We may briefly indicate some recent developments in Western 
•countries in national housing programmes. Between the tw'o Avorld 
wars the provision of adequate housing for the people was recog- 
nised in most European countries as an urgent and important social 
problem. Governments accepted the view that “housing has 
‘become a public utility*’ and that “the right to live in a decent 
•dwelling has taken its place in the “national minima” — the right 
to good and abundant water, to sanitation, to adequate fire and 
police protection, to the use of paved and lighted roads, to educa- 
tion, to a certain amount of medical care, and. in most European 
-countries, to various forms of social insurance”.* 

12. These national housing schemes have certain features, which 
include control by a public authority over housing standards and 
financial aid directed towards promoting the building of houses of 
the required quality and in sufficient numbers, and the maintenance 
■of the scales of rent at reasonable levels. In order to ensure quality, 
some countries have organised “national agencies for establishing 
standards, for supplying information, education, plans and technical 
advice, and for conducting experiments in materials and methods.” 
In the United Kingdom, the Ministry of Health has issued manuals 
-of type design and procedure, and sanctions all plans submitted by 
local authorities before Government aid is given. In Germany there 
was, before the War, a State Society for Housing and Building 
Besearch, which published a number of reports and investigations, 
and also conducted many experimental housing developments in 
•great detail. 

13. Local authorities in the United Kingdom have been entrust- 
ed with the responsibility for working class housing by a series of 
Acts. Every local authority must review periodically the housing 
needs of its area and submit to the Government proposals for the 
provision of new houses for its working class population. By the 
Housing (Financial Provisions) Act, 1938, grants from the Exchequer 
vary from .€5-10-0 per house per annum for 40 years in respect of 
accommodation for the rehousing of persons displaced in pursuance oi 
•clearance and redevelopment operations to a graded payment ranging 


• Modem Housing by Catherine Bauer. 
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Jrom £11 to £25 per flat per annum for the same period in the case 
of blocks of flats built on extensive sites. Housing for members of 
the agricultural population is subsidised to the extent of £10 per 
house per year for 40 years, increased in exceptional circumstances 
to £12 per year. Local authorities are required, as a general rule, 
to make contributions from their own funds on the basis of 50 per 
•cent, of the Government contribution, although in respect of agri- 
cultural housing their contribution is only £l per home per annum 
for 40 years. 

14. Some idea of the extent of housing that has been made avail- 
able and of the financial implications of the national housing pro- 
. gramme may be obtained, for the period intervening between the 
two wars, from the following quotation from the “Synopsis of 
Hygiene’' by Jameson and Parkinson : — 

“In November, 1918, the number of houses in England and 
Wales was just under eight million. From the end of 
the war to the 31st March, 1940, about four million new 
houses were provided in England and Wales, of which 
over a million were built by local authorities and about 
three million by private enterprise, and an increase of 
about 50 per cent, over the number of houses in existence 
at the Armistice. Since the inception in 1933 of the five 
years programme for the cleiirunce of the slums more 
than a million people liave been removed from slum houses 
into new houses. The total annual contribution from 
public funds in respect of housing was about £19,000,000 
in 1938-39 of which sum approximately £3,800,000 came 
from local authorities. . . Government subsidies are now 
available only in respect of housing accommodation 

required for tlie abatement of overcrowding, -lum 

clearance and the rehousing of the persons displaced. 
Special assistance is given, however, towards the provision 
of houses for members of the agricultural population ’. 

In view of the housing shortage brought about by the second World 
War. and the implications of the social security programme, the pro- 
gress of housing operations in England must be far greater than it 
has ever been in the past. 

OUB BEOOMMENDATIONS 

15. We have not had the opportunity of studying the housing 

problem in such a manner as to enable us to offer detailed sugges- 
tions regarding the formulation of a iiational housing policy. Many 

aspects of this question, such as tinauco, the procurement, stand- 

ardisation and price control of building material, the regulation of 
building construction through public and private agencies, and many 
Rllied subjects of fundamental importance, fall outside our sphere of 
enquiry. Our recommendations are couched in general terms and 
afe mainly concerned with the importance of housing and plnnninof to 
health. 

16. In India a long-term housing policy, comprehensive in its 
^ope and modern in its outlook, is essential for a satisfactory solution 

the problem. The objective to be attained is the creation of 
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hygienic houses in suihcient numbers and of adequate size, in **sani-^ 
tated’' areas, equipped with all the facilities necessary for commu- 
nity life. The e:swecution of such a programme will be possible only 
through a period of many years. 

17. The main factors involved in the promotion of large scale 
housing schemes are: (1) the availability of land; (2) the provision 
of streets, water supply, drainage and other utilities to serve the 
uommon purpose; (d) the production of building material of the 
required quality at reasonable prices; (4) cost of the execution of 
the schemes and their maiutenance, when completed. A housing 
programme can only be carried out successfully if Governments, 
local authorities and improvement trusts are prepared to enter the 
held with large scale housing schemes of their own, and to stimulate 
co-operative and building societies and private interests to more 
satisfactory performance, by financial and technical aid and the rigid 
enforcement of better standards. Governments and public authori- 
ties can perform the following functions: — 

(i) the planning, execution and regulation of housing programmes 

includiiig participation by local authorities and improve- 
ment trusts in house construction and maintenance; 

(ii) the grant of tinancial assistance by long-term loans at low 

rates of interest, or grants-in-aid ; 

(hi) the prescription and enforcement of standards and 
(iv) the promotion of housing research. 

Regulation of Housing Activities 

18. It has been pointed out by Mr. Kagal in his iieport that 
land is plentiful in India and that with the proper distribution of 
industry and planning of land, it should be possible to control land 
values. Yet, we had evidence, during our tours, of the dithculty 
experienced by the authorities in acquiring land which was suitable 
for housing estates. The unearned increment, which accrues to the 
owners of land near towns and industrial areas owing to urban deve- 
lopment, has a profound effect upon planning. Uncontrolled freedom 
to use such land ior any purpose may be detrimental to the commu- 
nity, and some check should be exercised upon the extent to which 
owners of land inay exploit the community for profit. We, there- 
fore, recommend that the provisions of the Land Acquisition Act, 
1894, and of all other legislation governing the acquisition and 
ownership of land be reviewed with a view to making such amend- 
ments as will remove the present obstacles to the acquisition of new 
lands for building and planning purposes, and to the control of the 
incremental value of land suitable for housing estates and village 
development. 

The production of building materials of good quality at reason- 
able prices is a Leclnucal matter on which expert advice is required. 
It is essential, however, for any post-war housing programme, that 
building costs should be reduced to as low a figure as possible, com- 
mensurate with improved standards and satisfactory conditions for 
the labour employed. This is a matter which should interest the 
Central and Provincial Public Works Departments, and we would call 
the attention of the authorities concerned to the Report of the BxpeH 
Mission which was appointed by the Ministry of Works in the United 
Kingdom to survey American practice in the design and construction 
of buildings, in equipment and finishing, and the use of materia • 
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•with a view to securing in the United Kingdom in the i:)ost-war period 
,(a) increased speed in output, (b) reduced building costs> [c) improved 
standards of equipment and hnishing, and ^d) improved conditions for 
labour. An enquiry on similar lines in this country is important and 
should be started as soon as possible. 

J'unctious of the jerovincial Government 

19. Upon Provincial Governments must rest the primary res- 
ponsibility ior dealing with the problem of housing and town and 
village planning and for developing and executing housing schemes 
within their respective areas, (ilie responsibiiity of the tlentral 
Government for the centrally administered areas is that of any 
other Provincial Government.) This cannot be evaded by leaving it 
to private building interests or employers of labour. The housing of 
the people is essentially a State responsibility. It may, of course 
be delegated under suitable conditions and in defined areas, to local 
bodies or public authorities such as Improvement Trusts. Else- 
where, we have pointed out that every available agency must be 
utilised if a comprehensive programme is to be planned and executed 
within a reasonable time. But the Government concerned must be 
responsible for ensuring co-ordinated progress and for making or 
encouraging others to make a determined eltort to provide more 'and 
better houses for the people. It is partly on account ot this that we 
have recommended the establishment in each province of a Ministry 
of Housing and Town and Village Planning wliich will be charged 
with the resj^onsibility for the preparation and execution of new 
housing, and housing improvement scliemes, slum clearances and 
urban and rural planning. We consider that the importance of 
housing and the planned development of the towns and villages fully 
justifies the creation of a separate Ministry which will be responsible 
for the planning and execution of a province-wide programme. 
Only thus will tliis urgent problem receive the undivided attention 
of a single department and the determination of policy by Govern- 
ment at the highest level. 

20. There is no doubt that Provincial Goverimients will not be 

able to provide, from their own resources, the finance necessary for 
a bold and comprehensive housing programme, and they will be 
entitled to look to the Centre for financial assistance. It has been 
siigg<v;((.'(l in '|ii:srti‘rs (hat :in .Ml India 1 louse Phinnir.g Com- 

mission should he established, to which the Centre would give 
grants-in-aid or loans. There may be constitutional difiiculties in 
the way of such a projaisal, on whicli we do not propose to express 
an opinion. But we do recommend that Provincial Governments should 
consider the estalih’shment of a statutory body under the direction 
and (jonirol of the Ministry of Housing and Town and Village Planning, 
with financial resources and power to plan and execute a province- 
wide house construction and town and village develo]>mcnt pro- 
gramme on a 20-B0 year plan, in 5 yearly stages. 

21. Tn recommending Provincial Ministries of Housing and Town 
and Village Planning, we liave not ignored the fact that housing 
constitutes the most important part of the physical onvironment 
which continuously influences man’s health and well-being.^ The 
Provincial Ministry of Health, therefore, is deeply concerned in the 
proper execution of any housing schemes and should he responsible 
?for the control and enforcement of minimum standards in the design 
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and construction, not only of houses, but also of the enviromnentaL 
amenities, such as water-supply, sanitation and recreation. The 
two Ministries must work in close co-operation with one another and 
the stafiE of the Ministry of Health must, at all stages, be in contact 
with those who will be responsible for the execution of housing 
schemes and town and village planning. A more detailed reference- 
to this will be made later. 

Functions of the Local Authority 

22. We have already stated that, in England, local authorities have' 
been responsible, lor nearly a century, for the control of State-aided 
housing. In Holland and Germany, it is understood that city 
corporations “are responsible for all housing in receipt of public aid,, 
that of co-operative societies as well as their own construction.*’ 
In France, semi-official autonomous organisations known as Public- 
Housing Offices are entrusted with the task of controlling public- 
aided housing while in Vienna where housing developments of an 
extensive nature took place prior to the recent war, the municipal 
authority concerned itself with all aspects of the problem, including; 
regulation, financing, construction and experiment. (We need hardly 
say that these remarks refer, in respect of the Continental coun- 
tries, to the period intervening between the two World Wars and not 
to the present time). We suggest that, in India, loans or grants 
by Provincial Governments to finance housing schemes should be- 
administered by local bodies subject to such rules and regulations* 
as these Governments may prescribe. It seems desirable that, as in 
the case of England, each local authority should be made to contri- 
bute a suitable proportion of the cost of such schemes. 

23. The recommendations we have made for provincial and district 
health administration will, if implemented, establish certain new 
local authorities in place of existing ones. We visualise the creation 
of district organisations to deal with health, education, public works- 
and communications, in order to provide more favourable conditions* 
for efficient administration. We also envisage the establishment of 
co-ordinating bodies, on which these authorities will be represented, 
in order to ensure that their activities are integrated and directed' 
towards certain common and desirable ends. It is not easy to state 
precisely how these changes may affect the administration of the Pro- 
vincial Government. We assume, however, that the Ministry of 
Health will deal directly with the District Health Board, whereas the 
Ministry of Housing and Town and Village Planning will deal with 
whatever local organisation or organisations may be concerned with 
housing and planning. Matters which require the attention of more 
than one district organisation, may be dealt with by the co-ordinating 
body referred to above. 

In carrying out a province-wide housing and planning policy in 
urban and rural areas, the work of enforcement of standards etc., 
from the health point of view, will fall upon the district health orga- 
nisation and its officers. It will possess a staff of public health 
engineers, with suitable and qualified assistants, who will be in ft 
position to advise and assist local authorities in prescribincr and 
ensuring health standards in construction and planning work. On the 
other hand, the actual construction and maintenance of housing 
colonies will be carried out by the district agency which deals with 
public works, and which, in ibis connection, will be under the* 
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control of the Ministry of Housing and Town and Village Plannings 
or the authority to which the Ministry has delegated its powers. It 
is essential to secure co-ordination between the various units of the* 
administration in order that development schemes may be executed- 
with the greatest possible despatch. 

Functions of the Improvement Trust 

24. Improvement Trusts can perform most valuable functions in 
connection with slum clearance and the re-housing of dispossessed 
inhabitants in large towns and cities. Slum clearance involves the 
re-building and re-planning of the cleared areas and this can also- 
be undertaken by Improvement Trusts. We advocate placing the 
work of re-building in these areas in the hands of the Trusts and 
not in the hands of private enterprises. If the land is leased out 
or sold in blocks, building by private agencies is not likely, condi- 
tions in India being what they are, to yield such satisfactory results* 
as building by a public body, such as an Improvement Trust, on- 
well-planned lines. We have noted that few of the Trusts have 
adequate technical advice available to them in their work of plan- 
ning and housing construction. Wo have recommended, in the last* 
chapter, that each Improvement Trust should be able to employ a 
technical officer trained or experion{*ed in towm planning. W ith the^ 
strengthening of their general engineering and public health engineer- 
ing staffs, the local authorities should be able to exercise better 
supervision, than in the past, over the housing schemes within their 
areas. 

Housing Standards 

25. Standards must be prescribed by the Ministry of Health and 
enforced by local authorities. The public health engineering staff* 
maintained by the District Health Boards will, as already stated,, 
carry out the necessary inspections and other duties in respect of 
all housing, whether constructed by public or by private agencies. 
The fact that this supervision will be the function of the public 
health engineering staff, who are independent of the department 
or departments responsible for construction, should help to secure 
a more effective check on the quality of the work carried out, whether 
by government, public authorities or private interests. 

26. The following are some general recommendations regarding 
standards to be prescribed : — 

(a) It has been estimated that the minimum accommodation* 
required per head is 100 sq. ft. for an adult and 60 sq. ft. for a 
child. It may be difficult to ensure this for all within any measur- 
able time. We are satisfied, however, that in any new construction 
the minimum floor space for a room should be 120 sq. ft. We under- 
stand that in some municipalities the minimum floor space prescribed 
is 80 sq. ft. or even 50 sq. ft. These standards are too low. 

The proportion of window to floor area in living rooms will, of 
course, vary in accordance with climatic conditions and the require- 
^fients of light and ventilation. Uniform standards in India may not 

possible, but we recommend that Provincial Governments should 
Prescribe and enforce adequate standards regarding these matters. 

(b) We are strongly of the opinion that the use of the single - 
doomed tenement by a family should be condemned. It is not 
Necessary to enter into any elaborate arguments in support of this 
Opinion, as the single-roomed house is obviously unhealthy and 
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renders privacy and the decencies of family life almost impossible^. 
In our view no house or portion of a house intended for occupation 
by a family should consist of less than two living rooms with a 
separate kitchen, a bath-room and latrine and in the warmer parts 
of the country, a verandah. In hill stations, this verandah may 
be replaced by another room. One-room tenements should be 
restricted for occupation by single persons and should be adequately 
provided with common kitchen, bath and latrine accommodation. 

(c) The proportion of the built-up to the total area should be 
smaller in rural districts and small towns (panchayats and small 
municipalities) than in the larger towns. In the former, houses 
should have sufficient open land adjoining them for the erection of 
a cowshed and for the disposal of refuse and manure. Minimum 
vset- backs, side and rear spaces should be regulated by local autho- 
rities in both rural and urban areas. 

(d) The walls, floors and roofs of houses should be so constructed 
as to prevent dampness and also provide insulation against the easy 
transmission of heat, cold and noise. In the design, as few oppor- 
tunities as possible should be given for the harbourage of vermin. 

(e) There should be statutory provision for water-supply, drainage 
and refuse collection for every house. The standards to be pres- 
cribed will have to vary according to the facilities available, but 
they should, in all cases, be approved and subject to inspection by 
the local authorities. 

(f) The provision for excreta disposal will also vary, but certain 
minimum standards should be prescribed and enforced. We would 
recommend that, wherever land is available and the owner of the 
house can afford the expenditure, the health authority should enforce 
the installation of the water carriage system, small septic tanks and 
soil absorption systems for the effluent being provided. Such dis- 
posal is eminently desirable in respect of institutions such as hospi- 
tals, jails, schools and students' hostels. Apart from enforcing such 
provision by law, every encouragement should be given to enable 
owners, wherever land exists, to provide themselves with this sani- 
tary convenience which, from the point of view of construction and 
maintenance, is not costly. 

27. The above suggestions should be embodied in rules or regula- 
tions and be made gradually applicable, during the short-term pro- 
gramme, to all new house constructions or alterations of existing 
houses in the areas under our scheme. During the first five years, 
these rules may be made applicable to the larger urban centres and 
industrial housing schemes; in the next five years, they may bo 
extended to the rural areas also. We do not imply, thereby, tli:it 
the problem of the regulation of housing conditions in the rural 
areas is less important; but if rules are to be administered and 
enforced, there must be adequate staff, and for sometime the task 
of enforcing these requirements in urban centres will absorb all the 
energies of the organisation we have recommended. Later, as staff 
increases in numbers and efficiency the rural areas will have to 
tackled. 

28. In the areas outside our scheme, we expect that the enforce- 
ment of these rules and regulations may not be so complete or satis- 
factory as in those covered by our organisation. It should, however, 
be possible for municipalities' with health officers and the better 
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trained and paid staff, which we recommend elsewhere, to <»n£orce 
(hese rules and secure a reasonable measure of compliance with them. 

29. These rules, when brought into force in amy area, should pro- 
vide that every person contemplating the alteration of an existing 
house or the erection of a new one must apply to the health authority 
and submit plans for examination and approval by its technical ex- 
pert, the public health engineer or the health officer in his absence. 
Provision should be -made for the owner to give notice to that autho- 
rity when the building is completed and to obtain a “certificate of 
conformity with approved plans and standards*' before occupation. 

80. These standards apply to all construction whether undertaken 
by public or private agency, by industrial concerns, building societies. 
Governments, municipalities, private contractors, etc. 

81. Ill a large housing construction programme, temporary pro- 
vision will have to be made for the housing of labour employed in the 
works. It is essential that, in the interest of the public health, plans 
and specifications for the necessary accommodation and for arrange- 
Lnents in respect of such essential requirements as water-supply, 
latrines, urinals and disposal of excreta and rubbish, should be made, 

Iter being saiictioiH^d by the local authority, before constructional 
..[xn-ations are started. Less rigid standards than those for 
i^ermanent housing will be prescribed for temporary establishments. 
The authority to prescribe such standards should normally be the 
looal health officer. In the case of works above a certain scale, there 
should be an ap]jeal from the decision of this officer to the Director 
of Health Services, whose verdict should be final. 

32. We recommend also that the Ministry of Health should 
'Oriitinise the housing schemes of all other government departments 
In order to ensure that they conform to the proposed minimum 
standard. 

38. We further recommend that when Kevenue or other P jart- 
ments of Government make grants of Crown land for housiii^, to 
individuals or communities, a condition should be laid down requiring 
that the houses should be built according to standards prescribed for 
the area concerned. We suggest this jrs an additional precaution in 
order to ensure the enforcement of the housing standards- 

'Type Plans 

84. The legal enforcement of housing standards is only one 
method of approach towards raising the quality of construction. We 
oolieve that an equally important method is that of making technical 
advice on the subject as widely availMble as possible. One of the 
methods is the preparation of type plans, covering a considerable 
of cost, materia! and sizes. The plans and estimates should 

sufficiently detailed to be of assistance to the wide variety of 
people for whom they are intended. They will have to be based on 
ooal rates of cost, as far as possible, and should incorporate locally 
Pj'Of'urablo material. These type plans should be made readily avail- 
^me to the uoneral public. 

In rural areas, it may not 1)6 possible to enforce building standards 
^11 the earlv stages of development as strictly as in the towns. The 
^6f*^onimendatioTis, which we make hereafter, will, we believe, pro- 
mote house construction on more satisfactory lines. Public health 
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engineers and their staff should be instructed to give free advice re- 
garding ventilation, lighting, drainage and other matters connected' 
with house construction. 

Housing Research 

86. Housing research should be directed towards the evolution of 
various types of building suited to the requirements of different locali- 
ties and climatic conditions and to varying income groups. To this 
we attach the greatest importance. Such investigations should in- 
clude the development of local resources in building material of 
reasonable quality and durability. We recommend that building re- 
search should be initiated at engineering colleges and at special insti- 
tutions where necessary facilities exist, for instance, the Forest Ee- 
seareh Institute. In the United States a considerable amount of 
scientific research is regularly undertaken, by Governments, Univer- 
sities, professional institutions, trades associations, manufacturers and 
organisations financed by private benefactors- Great advances are 
expected in the development of building materials, more particularly 
in plastics, non-ferrous metals, composite and temporary materials, 
and materials used for thermal insulations. There is a large field 
for research in prefabrication or the factory production of buildings 
and large parts of buildings. 

All-India Housing Research Institute 

We have referred, earlier in this chapter, to a State Housing and 
Building Eesearch Society in Germany which carried out valuable 
work in this field. There is also a Building Eesearch Station in the 
United Kingdom which co-ordinates research activities. We recom- 
mend the establishment, with Government assistance, of an all-India 
Building Eesearch Institute or Station. It should be a centre of 
active research in building problems, whose staff will be able to give 
technical advice to public and private bodies in the planning and 
execution of building schemes. Membership of this institute should 
be open to all interested in the improvement of house construction 
and planning generally. 

Housing Schemes under Private Auspices 

36. On however generous a scale active participcrtion by the State 
and State aid in a comprehensive programme of housing construction 
and improvement may be provided, rapid progress will need the help 
of every available agency. We have already drawn attention to the 
fact that, in England, of about four million new houses constructed 
between 1918 and 1940, three million were built by private enter- 
prise. In India also, the scope for individual enterprise and organi- 
sations will be very large. Non-official agencies interested in the 
* bousing problem include (1) employers of labour in factories, mines, 
plantations, docks, railways etc. and (2) the building trade. Em- 
ployers of labour can render great assistance financially and in other 
Kays in the promotion of a housing programme through co-opcration 
with Governments and public authorities. 

87. The building trade in India will require considerable 
sartion and development if it is to play its part satisfactorily- ^ 
certain notable exceptions, private organisations and individuas* 
concerned with the building of houses for the people, lack 
guidance and knowledge in the planning and execution of their wor 
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A large part of constructional activity falling outside what noiay be 
termed “public works*' normally goes on without any technical ad- 
vice at all. Such technical advice will onlv become available on the 
scale that is necessary when the number of qualified engineers and 
architects in the country is considerably increased. The provision of 
greater facilities for such training should, ther^ore, receive early 
attention. In the meantime, a stricter enforcement of building 
standards, and the undertaking of house construction by local autho- 
rities or improvement trusts with the help of their qualified staffs, 
which we have already recommended, should help towards a general 
raising of the standards of construction. 

38. The need for an advance in housing in India is so great that 
it will be necessary to utilise every possible agency, whether private 
or public. Governments should be prepared to give finsmcial assist- 
ance in the form of loans subject to strict conditions as to repayment 
standards of design and construction, and the rents to be charged 
Co-operartive housing schemes and building societies should also be 
similarly encouraged and assisted. 

Private building societies, whether assisted from public funds or 
not, should be required to set apart reserves for the maintenance of 
such services as refuse collection, repair of roads, cleaning of drains 
and similar community services for their housing estates if they are 
situated in areas where a local health authority does not provide such 
services. We have in mind the possibility of housing developments, 
under private auspices, outside municipal boundaries, as a result of 
increased transport facilities and of a desire on the part of the people 
to escape from the congestion of the towns into the more open sur- 
roundings of the countryside. 

Housing for the Lower Income Groups 

39. We believe that an India- wide housing programme should give 
first priority to the needs of the poorer sections of the population 
having less than a certain income. It is not easy to fix an upper 
limit of monthly income suitable for all provinces. In the South it 
might be Ra. 100 to 150 a month; in the North it might be Rs. 150. 
to 250. The limit would have to be fixed by each Provincial Govern- 
ment. 

Urban Areas 

40. In many towns and cities, industrial workers live interspersed 
with the general population while the proportion of such workers to 
the total of the community varies from town to town. In these 
circumstances, the housing problem must be considered for the com- 
munity as a whole and not for industrial workers only, hearing in 
mind the in ^-e.iie levels we have suggested for defining the working 
class population. 

41. We bejieve that future developments in the housing sphere 
will be regulated on proper lines if such developments are undertaken 
under publip auspices, particularly in the larger urban centres. We 

already recommended the creation of improvement trusts in 
large cities which are not likely to be included in the district 
i^ealth organisation have proposed. These improvement tmata 
in the case of other urban centres, the local authorities concern- 
ed should undertake to provide the major part of the housing accom- 
u^odation required for working class people. Such housing operations 
no doubt, have to be correlated with slum clearance and these 
public authorities are responsible for this activity also. The provision 
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of housing estates on a well-planned basis, with such amenities as 
water-supply, drainage, roads and lighting will also be facilitated if 
the public authority is in charge of such operations. 

42. We have already stated that the responsibility for providing 
houses for the people rests upon the Governments of the country. 
Local authorities and industries should no doubt, bear their share of 
the cost> but the State cannot escape the fundamental responsibility. 
Where new industries are started in undeveloped areas, however, this 
responsibility should be squarely placed upon the organisation con- 
cerned and, indeed, as we have recommended elsewhere, it should be 
a condition precedent to the establishment of a new industry in an 
undeveloped area that adequate housing and other amenities for the 
labour to be employed should be provided. 

Kural Areas 

43. The housing problem in rural areas presents special diffi- 
culties. There is not such concentrated overcrowding there as jn 
iiiaiiy urban areas. The village, though often congested, with its 
narrow lanes and its houses huddled together, is yet surrounded by 
open country which is more easily accessible to the inhabitants than it 
is to the town dweller. On the other hand, most villages lack such 
sanitary services aiKl controlled water-supply, inadequate though they 
may be, as exist in many of the towns. They are also without elec- 
tric light, easy means of communication and many of the amenities 
that help to make tov^m life more tolerable. 

44. Yet, at least 87 per cent, of India's people live in the villages 
and their needs for better living conditions are as clamant as those 
of the townsmen. We believe that the minimum housing standards, 
which should he aimed at for the village, should be the same as those 
we have recommended for the lower income groups in the urban 
areas. There will, of course, be modifications in the lay-out and 
type designs of village houses which will make them more suitable 
for rural conditions. 

45. The Governments concerned, through such local authorities 
as may be suitable, should be responsible for enforcing minimum 
standards in any new village construction. They should also assist, 
with finance, advice and example, in the improvement of existing 
houses in rural areas, Type designs for new houses and suggestions 
for the iinpnnement of existin? ones should be made available to 
the villagers through the Health and other appropriate Departments. 
We also suggest that the Governments should consider the desir- 
ability of arranging for the mass production of standard 
fittings etc., for village houses and for their sale to villagers art con- 
trolled rates, and if neeessary on an instalment basis. Some of the 
articles suggested are door frames and doors, window frames with 
bars or expanded metal or wire mesh for protection, fireplaces and 
chimneys, wall cupboards, planks for shelves, squatting slabs 
bore hole latrines, hand pumps, ventilators etc. 

' 46. As in the case of housing in urban areas, the Governments 
should hc' prepared to finance or assist in financing any approved 
schemes W new housing or housing improvement, whether sponsored 
by the Governments themselves, by local authorities, by co-operative 
banks or societies or by private interests. The Governments must^ 
however, i xercise control over the planning and execution of shcd 
fichomes and in particular over the rents to be charged for new houses 
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and any increase into the existing rent in the case of housing improve- 
ment. 

In some provinces, this may necessitate tenancy legislation to 
ensure that the landlord or Zaniindar bears his share of the capital 
expenditure involved, and does not impose an undue burden on the 
tenant. 

47. There has been some discussion in the Committee on the 
priority which should be accorded to housing schemes for urban areas 
and housing schemes for rural areas. It has been suggested that 
the need for housing accommodation is acuter in urban than in rural 
areas. It has also been suggested that, owing to the constant 
migration from rural to urban areas, any improvement in housing 
conditions in the town will reflect itself in the village. From the 
point of view of the health of the community, the improvement of 
Housing and general environmental conditions in the village is as 
important as in the town, particularly as so large a proportion of the 
people of India live in the village. Conditions vary from province 
to province. Some provinces have highly congested industrial ureas, 
such as Cawnpore, Calcutta, Bombay, Ahmedabad, in which there 
are not only slums of a type seldom seen in any other part of the 
world, but also acute shortage of accommodation, so that thousands 
are obliged to sleej), live and eat in the streets and thoroughfares of 
these cities. In other provinces, this problem is not so acute. We 
have, therefore, decided to refrain from giving any general priority 
to liousing schemes in urban as compared with rural areas. Pro- 
vincial (rovernrnents must, on the basis of the conditions prevailing 
within their jurisdiction, decide for themselves what are the most 
urgent problems from the housing point of view. All we do insist 
upon, is that housing should bo regarded as one of India’s major 
problems, to be attacked with all the resources which the Govern- 
ments of the Country, both Provincial and Central, can mobilise. 

Financial Considerations 

18. The housing programme, on the scale we have envisaged, will 
be costly. The Goveniments concerned will have to abandon the 
policy, which most of them have followed up to the yweseiit day, of 
insisting that- schemes for slum clearance and house construction 
must be self-supporting. The importance of adequate and better 
bruising to the health and efficiency of the community cannot be 
ralcnlated ou a strict accounting basis. The effect of slum life, 
onnvded tenements and ill-ventilated and insanitirry conditions upon 
the productive capacity of the people is immeasurable. We have 
ngr(^od that the provision of houses for the people is a State responsi- 
l)ility and that the development of housing schemes for the lower 
income groups, both urban and rural, sho\ild receive high priority. 
Tile State, therefore^ must be prepared to provide the necessar^^ funds 
ny taxation or by loan. 

49. There will probably be three types of schemes : these which 
Jtre financed wholly from provincial or central funds; thosi* to which 
Ihe State will give grants-in-aid ; and those which are financed 
whollv by private interests. 

Where the Governments wholly finance schemes, ])owers may he 
dologated to s\iitahle local authorities to execute such schemes sub- 
to adequate supervision. By giving grants-iu-aid or loans art low 
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interest rates, Governments may utilise the services of public and 
private agencies including building and co-operative societies. Where 
schemes are wholly financed by private enterprise, Government's in- 
tervention should be limited to ensuring strict compliance with all 
the housing and other standards prescribed by law. Many of these 
powers are now vested in local bodies, and provided they are effective- 
ly used and are subject to constant supervision and control by the' 
Ministry concerned, this practice may continue. 

50. It is difficult to estimate, with any precision, the cost of 
housing the population on the basis of the standards we have out- 
lined above. The authors of the Bombay Plan estimated a capital 
cost of Rs. 2,200 crores for the construction of new houses and the 
reconstructing of old ones, on the basis of an average of 100 sq. ft. 
accommodation per head. They also estimated the cost of building 
a house with two rooms, a bath room, privy and a compound# with 
an over-all area of about 500 sq. ft. at approximately Rs. 400 in rural 
areas and Rs. 800 in urban areas. This may be an under-estimate 
at present-day costs# which are considerably higher than before the 
War. The cost of a house, built to the standards we have recom- 
mended, excluding the cost of land, has been estimated in one urban 
area at Rs. 3,000. It must be remembered that provision has to be 
made not only for the capital cost, but also for the annual expendi- 
ture on maintenance. 

We are not in a position to express a definite opinion upon the 
financial implications of our recommendations. We have urged that 
there should be an inquiry into building costs as early as possible. 
Even if present costs are considerably reduced, there is little* doubt 
that the present resources of the Governments, local authorities and 
private interests concerned will not be equal to the task of providing 
deqent housing for the population for many years to come. It is 
possible that for a time India may have to be content with something 
less than the standards we have recommended in the matter of 
housing, etc., though we are satisfied that they are the minima 
desirable from the point of view of the health of the community, and 
should be reached as quickly as possible. The figures we have quot- 
ed should not be a discouragement but an incentive to the accom- 
plishment of a task which is of fundamental importance to tiie 
health of the community. Most of the cost of these schemes must 
be met from development loans raised at low interest rates- We are 
confident that the public will be prepared to subscribe freely to such 
loans once they realise that the proceeds are to be used for a>i nll^ 
out attack upon the deplorable housing conditions which are to be 
seen in the urban and rural areas of India today. 

61. We will refer to paragraphs 91 — 99 of Mr. KagaRs^ report on 
Town and Village Planning in India which is printed as an appendix. 
He points out that much money has been spent on buildings con- 
structed for war needs during the past six years. Many of them are 
of a temporary character and will have to be dismantfed. Much of 
this material might well be used by municipalities, improvement 
trusts, and government departments, the housing schemes for the 
lower income groups. Every endeavour should, therefore, be made 
to prevent this material falling into the hands of speculative builders 
who might embark upon indiscriminate building schemes which id 
the end will only lead to slums as distressing as those which exist at 
present. 
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52. The scope for the utilisation of this war material in rural 
tareas is possibly larger. Some of these camps, etc., which are now 
supplied with roads, services, and electricity might well "form the 
nuclei for the location of new or dispersed industries, satellite towns, 
market places, or villages, depending upon tiieir size and situation. 
The utilisation of surplus material for housing and betterment 
schemes is of great importance and justifies the view of Mr. Kagal 
•that a special technical section of the department dealing with the 
! termination of war contracts and the disposal of war materials, is 
necessary. 
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PUBLIC HEALTH ENGINEERING 

WATER SUPPLY 
A Survey of the Existing Provision 

1. The provision of protected water supplies was started in India 
in the capitals of the three major provinces of Bombay, Bengal and 
Madras in the latter half of the last century — ^iii Bombay in 1856, 
Calcutta 1865 and Madras 1886. Although in western countries sut li 
provision began to he made at about the same time, the rate at whicli 
provision of protected water supplies in Lidia has progressed has 
been much slower than in the west. According to the 1939 Report 
of the Public Health Commissioner with the Government of India, 
only 258 towns out of a total of 1,471 towns of all sizes in Britisli 
India possessed protected water supplies. The population served by 
these water supply systems was about 12*7 millions or 48*7 per cent, 
of the aggregate population of all the towns, but only 4*5 per cenC 
of the total estimated population of British India in that year. The 
percentage of total population in individual provinces served by pro- 
tected water supplies was small. In Madras the proportion was (hi- 
per cent., in Bengal 7*3 per cent , in the United Provinces 4-1 pci 
cent, and in the North-West Frontier Province 9*0 per cent. 

2. The total capital invested on water supplies in the country 
during the past 80 years amounts, we are told, to less than twelve 
annas per head of the po])ulation and almost the whole of this has 
been spent in providing water to large towns. 

3. Rural water supplies are mostly from wells, tanks, rivers and 
streams. They are very largely unprotected. Until recently the 
question of providing rural water supplies appears to have generally 
been neglected. Even now the matter is not being given the atten- 
tion it deserves. During 1935 — 37 the Government of India gave t / 
Provincial Governments a grant of Rs. two crores to finance riirnl 
development schemes. A part of these grants was utilised by Ih*- 
provinces for the improvement of water supply in the rural areas. 
In addition, individual provinces have spent, during recent 
varying amounts from their own funds for the same purpose, hut 
the efforts so far made are wholly inadequate to meet the require' 
ments of the rural areas, where nearly 90 per cent, of ihe total popu 
lation of India lives. 

Defects of Existing Systems of Water Supply 

4. Most of the piped water supplies are intermittent. The qnau- 
tity provided per head of the population varies from 2 to 25 gnlloii!= 
a day and is g'^nerally inadequate. In some cities (c.fj. ralcutf:.' 
there are two supply sy.stems, one for purified and the other for uu- 
filtered water. The former is for drinking and domestic purposes and 
the latter for flnsh’ng the drainage system and for street cleansing. 
IViany supplies were designed a d^'cade or two before execution and 
p?'oved, in consequence, too small to meet the needs of the popnl?’- 
tion concerned when they were eompleted. An augmentation of sin* 
plies has rarely l)cen attempted in timely anticipation of possible n* 
quirements. Pressure in the .distribution system is generally 1^^' 
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5. The standard of quality of water varies from province to pro- 
vince. Only a few of these maintain their own laboratories for exami* 
nation of water and for plant control. Examples of such are Calcutta, 
Madras, Bombay and Poona. Sampls^ from the water supplies of 
five of the largest towns of the United Ihoviiices are. examined by the^ 
respective municipal health officers in their laboratories. Plant con- 
trol tests are, we understand, being carried out at the purification 
works in some cases only. In Bombay, urban water supplies liavc 
* ‘chlorine clerks” to detennine the dosyge of r-oagnlant and chlorine 
to be applied. With these exceptions, control over protected v/ater 
supplies in the country is limited to examinations of samples cnco 
a month or once in three months by the Provincial Public Health 
Laboratory concerned. Such periodical examinations are, however, 
not sufficient to maintain a fairly uniform standard of quality 
throughout the year. The great majority of water-works operators 
are not trained in the public health aspects of the processes they 
carry out, and possess only mechanical skill. We noted, during cur 
tours, that in the smaller work*? the superintendents have not main- 
tained the chlorinating equipment in proper order and have not 
carried out tests for residual chlorine. 

6. A Rural Water Supply Fund has been created in certain' pro- 
vinces for the iinprov^ement of rural water supplies; examples arc 
Bengal and Madms. Beneal has spent nearly 50 lakhs in providing 
a large number of tube wcdls in rural areas to combat endemic 
cholera. The maintenance of these w'ells has been left to local 
bodies. We were told that more than 50 per cent, of them are func- 
tioning unsatisfactorily for want of repair while about 20 per cent, 
are derelict. 

Procedure adopted for the Establishment of Piped Water Supply 
Systems in Local Areas 

7. The procedure followed in the ]>rovinces for the establishment 
of water supply systems is generally on the following lines. If a 
local body desires to instal a public water supply, it approaches the 
Provincial ( iovcnuucut witli a riMiucst lor tt'chnical and hnanc at 
assistance. The latter then directs the Sanitary Engineer to investi- 
o'ate and frame proposals and estimates. If the local body accepts 
the estimates and agrees to find, from its own resources, its share 
of the capital cost and maintenance charges, Provincial Governments 
make gnmts-in-aid varying from iiO per cent, of the total cost to 
3,1 per "'cent. The share of the local body may also in certain eases 
be advanced by Government as a loan. The works are earned out 
under the supervision of Govt'rnment and are then handed over to the 
local body for maintenance. 

8. Under such a system, the request for the provision of a protect- 
ed water siipjily must come from the local body. Local bodies are 
often nver.se to t.aking the initi.ative. The reasons for such an atti- 
tude include the limited nature of their financial resources, absence 
of borrowing powers and the unpopularity that the elected repiesenta- 
tives on these bodies will have to face when increased taxation is 
proposed. The passive attitude of Govenunents and lack of initia- 
tive on the part'of local bodies have been largely responsible for the 
extremely slow development of water •supplies in India. 
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9. All these facts have to be taken into consideration in putting 
forward proposals for the development of rural and urban water 
supply schemes . 

QUA PROPOSALS 

10. In order to remedy the existing state of affairs, a vigorous 
policy should be adopted immediately by Governments for the deve- 
lopment of a water supply programme, which should aim at providing 
the entire population under their charge with safe water for drinking 
and domestic purposes within a period of about 35 years. The initia- 
tion of schemes should not be left to local authorities and sufficient 
funds should be made available to complete the programme within 
this period. We consider it necessary that technical bodies, which 
will be able to plan water and drainage schemes on a comprehejisive 
scale and assist in the solution of problems associated with them 
should be established both at the Centre and in the Provinces. We 
shall now describe these organisations, their proposed coMstitution and 
functions. 

Central and Provincial Water and Drainage Boards 

11. For the reasons indicated below, we consider that the propos- 
ed organisations at the Centre and in the Provinces should deal 
simultaneously with the planning of water supply and drainage 
schemes for individual areas where they are to be introduced and it 
is for this reason that we tenn them Central and Provincial Water 
and Drainage Boards. 

12. The provision of a piped water supply should simultaneously 
be accompanied by arrangements for drainage. Otherwise, condi- 
tions resulting from the presence of stagnomt water, such as the 
breeding of mosquitoes, are bound to arise. In the case of the larger 
towns and cities, a proper sewerage system would be financially 
possible. Such a system would make provision for the proper dis- 
posal of nightsoil and for the removal of storm water from the in- 
habited areas. In smaller towns and villages a sewerage system 
may not be feasible for financial and other reasons. It will be re- 
membered that we have already recommended in the previous ehapfer 
that, for such towns and rural areas, the disposal of nightsoil should 
be arranged, as far as possible, by providing septic tanks and soil 
distribution systems for the effluent from these tanks. In the cir- 
cumstances, surface drains, properly constructed and maintained, will 
•constitute perhaps the best method of dealing with surface water iu 
such places. The provision of these drains should he considered as 
an essential accompaniment of the establishment of a piped v.’iter 
supply system and should not be delayed on any account. 

Sanctions of the Boards, Central and Provincial 

13. The functions we suggest for these Boards are described in 
detail in Appendix 25. The Central Board will perform the dual task 
of carrying out, in the Centrally Administered areas, the same dut’cs 
which a Provincial Board will perform in its own territory as well as 
of dealing with various matters of interest and importance to more 
than one province, such as the conservation of water on an All -India 
basis and inter -provincial problems of drainage and river pollution. 
In addition, the Central Bo^d ^ll assist the Central Government 
in carrying out, in the fields of water supply and drainage, its general 
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|)olicy of promoting co-ordination of effort in the provinces and of 
giving financial aid and technical advice in the furtherance of their 
schemes 

€ommon Functions of the Central and Provincial Boards and 
provision for their peirformance. 

14. The more important among the common functions to be per- 
formed by the Central and Provincial Boards in their respective 
areas include the following: — 

(1) the conservation of the available sources of water, in their 
respective areas, and its allocation to the different needs of the com- 
munity, including drinking and domestic purposes, industrial needs 
and the requirements of nydro-electric development; 

(2) the general planning of water supply and drainage schemes 
and the preparation of a list of priority in respect of such schemes; 

(3) various technical subjects such as (a) the standards to be pre- 
scribed for the purification of water and sewage, (b) the standards to 
be aimed at in the maintenance of water works, urban and rural, as 
regards mechanical equipment and plant control, (cl the training arid 
registration of water operators and (dj investigation of special local 
problems such as the purification of trade waste, removal of fluorides 
etc. and 

(4) the recommending of grants-in-aid, to the Governments con- 
cerned, for water and drainage schemes, 

15. Some of the subjects included here cover the fields of activity 
of more than one Department of Government and decisions taken in 
respect of them may have wide repercussions on the life of the com- 
munity. Such decisions will therefore have to be taken by Govern- 
ment after due consideration of all the relevant factors. It will be 
the responsibility of the Boards to place before the Governments 
concerned such technical information as will prove useful to the latter 
in determining the course of action to be followed. The functions 
of the Boards will therefore be mainly advisory. 

Provision of Laboratory Facilities lor the Boards 

16. In order to carry out the planning of schemes, each Board 
w^ill have to employ a technical staff competent to undertake the 
necessary preliminary investigations, to prepare a detailed pro- 
gramme of works and to estimate their cost. The technical questions 
it may be called upon to solve will require the services of a labora- 
tory equipped and manned suitably to deal with the investigation of 
such problems. Therefore, in these specific spheres, the Board will 
become responsible for certain executive functions also. 

17. As regards the provision of such laboratories at the Centre 
luul in the Provinces, it is presumed that in the investigation of many 
of these problems, existing public health laboratories will be able to 
participate if suitable additions to shnff and equipment are made 
available- Wliere the engineering aspects of such problems have to 
be inveatigj^ted engineering colleges can, it is believed, be brought in 
b) help. We consider that, in the interests of economy, it is desirable 
fo explore all possibilities of co-ordinating existing research facilities 
^nd of improving them, provided the required standards of efficiency 
^an be attained. In the early stages of our development programme 
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any saving that can be effected in trained personnel and in funds 
will help materially to facilitate the expansion of the scheme. 

Allocation of duties in respect of Water Supply and Drainage between 
the Board and certam Government Departments 

18. The main administrative duties in respect of water and drain- 
age will, in our view, continue to be discharged by the Public Worke 
Department of Government and the Public Health Engineering 
Section of the Health Department, Central and Provincial. The 
former will be concerned with the construction and maintenance of 
water works and drainage, while the latter will be responsible for the 
supervision necessary to ensure compliance with prescribed standards. 
Where Provincial Governinenis maintain a special department for 
dealing with drainage and water works we do not desire to suggest 
any change in their arrangements. The Water and Drainage Board, 
Provincial or Central as the case may be, will undertake, in its- 
capacity as an expert bod 3 ^ the functions of long-term planning, of 
prescription of standards and of investigation of the problems asso- 
ciated with its own duties or of special ones referred to it for advice. 
The work of each of these two organisations will thiis be comple- 
mentary to each other. 

Certain Special Duties of the Central Board. 

19. We have already indicated the special duties which the Cen- 
tral Board should perform in addition to those which it wdll carry out 
in the Centrally Administered Areas on the same lines as those which 
the Provincial Boards will discharge. Of these special duties, wc 
desire to deal here with (1) the conservation of water in order to 
meet the needs of the different provinces concerned and (2) inter-pro- 
vincial problems of drainage and river pollution. 

The Need for Water Conservation on an Inter-provincial Basis 

20. We may. at this stage, dra\^ special attention to the impera- 
tive need for considering tVie question of conservation of water on an 
inter-provincial basis and of its equitable distribution for the flilTercnt 
needs of the community. The importance of this question was 
forcibly brought to our notice by the Superintending Engineer, Pub- 
lic Health Engineering Department, the United Provinces- In a 
memorandum which he submitted he stated that “the depletion of 
the main rivers in this Province, particularly in the Jumna and the 
Ganges bv the wholesale extraction of large quantities of water by 
the Irrigation Departments of the Punjab and the United Provinces, 
has had very serious repercussions on the water supply to several 
large towns in this Province, particularly Agra and Cawnpore. It 
has also crearted another yvrobk'm wliich has to be solved, that is, 
largo scale river pollution. Most of the large towns in the United 
Provinces are located on the banks of rivers and with the limited 
flow in the sunnner months there is now, not sufficient dilution to 
permit of the dischar:^e of untreated or partially treated sewage into 
the rivers as formerly was the case on the dq,wnstream side of the 
towns. Towns like Cawn])oro and Agra will therefore^ for this reason 
be compelled to spend large sums of money on^ the construction of 
artificial sewage purification works to produce ah effluenT; of a high 
standard. This huge expenditure, which in the case of Cawnpore 
will be JTt least Rs. 25,90,000 and a proportionate amount at Agra, 
which is also confroufed with the same problem, would not have 
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6een uecessaxy, as a much lower standard of purification would have 
sufficed if the normal fiow in the rivers had not been interfered with 
iby the extraction of huge quantities of water for distribution on areas 
for cuitivatioii miles away from the headworks, none of the water 
extracted being returned in any form ^whatesoever to its original 
source.” As regards water for drinking and domestic purposes it 
was pointed out, that “at Agra due to the absolute negligible flow in 
the river in summer months, the Municipality has to dig channels 
m the river bed to lead what virtually is a trickle of water to the in- 
take of the waterworks pumps to uflord a very limited supply of 
potable water to the town.” Similarly at Carwnpore it is reported 
th&t, in tlie summer months, extensive dredging operations are 
necessary “to get sufficient river water to the intake of the water- 
works pumps”. 

21. The question of conserving ail the available sources of water 
throughout the country and of so allocating the supply, from a 
comm<m source, as to meet the reasonable demands of the individual 
provinces concerned, is of paramount importance from the standpoint 
of the health and general welfare of the people and we have come 
to the conclusion that this matter calls for sy)ecial consideration. 
Where an urgent decision in such matters is required, the Central 
Government should be empowered to give a temporary decision, 
wliich should be binding on the provinces concerned until a Hnal 
settlement is reached through the award of an Arbitration Board or 
any other suitable body, to which reference should be made with the 
least practicable delay. 

Inter-provincial Drainage and Biver Pollution Problems 

The same procedure should apply to inter-provincial problems of 
river pollution by trade-waste and sewage. 

22. Even in a case where an emergent decision has to be given 
by the Central Government we consider it necessary that such deci- 
sion should be taken only after consulting the Central Water and 
Drainage Board and the Central Board of Health in regard to the 
technical and administrative aspects of the question. 

One of us (Mr. P. N. Sapru) does not agree with the above recom- 
mendations for dealing with these difficult problems. He has set 
out his views in a note which is appended to this chapter. The rest 
<3f us. while recognising that provision already exists in sections 1110- 
134 of the Government of India AcC 1935, for securing redress in 
respect of executive action or legislation affecting prejudicially any 
natural source of water supply in a Province or a Federated State, 
consider it necessary to provide machinery which will facilitate speedy 
action in particular cases as well as help to solve the larger problem 
of conserving the available sources of water in the country as a whole 
and of so allocating the supply, from a common source, as to meet 
fbc reasonable demands of individual provinces. These provisions 
of the Government of -India Act, which have been in operation since 
1937, have not so far helped to solve or even alleviate the serious 
situation in Agra and Cawnpore, to which we have referred. In our 
view this state of affairs has been reached because of the absence of a 
c ompetent body to review, from time to time, the problems of water 
conservation and river pollution on an inter-provincial basis. The 
Central Water and Drainage Board we have proposed is intended to 
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iullil tills role anci the composition suggested ior it in the next para- 
graph should help to ensure the technical competence of the Board 
to consider such problems. The Board will act only in an advisory 
capacity and its recommendations will be subject t>o review by me 
Central Board of Health consistmg of the Mimsters of Health at the 
Centre and in the Provinces. Therefore, even in giving an interim 
decision, the Central Government will be in possession of the views 
of a body, whose composition should help to ensure the consideration 
of such questions not in the interests of individual provinces but of 
the country as a whole. We may also point out that the procedure 
we have suggested for the settlement of disputes is more likely ta 
provide, in view of the authorities concerned being within India, 
speedier decisions on such disputes than the existing procedure under- 
sections 130-134 of the Government of India Act, to which our 
colleague refers. 

Composition of the Boards 

23. We recommend that the Central and Provincial Boards should 
include suitable persons from among representatives of the following 
interests : — 

(1) the Agricultural, Irrigation and Hydro-electric Departments 

of Goveriimouts ; 

(2) the Public Health Engineer attached to the Central or Pro- 

vincial Health Department as the case may be; 

(3) the waterworks engineer and drainage engineer respectively 

of two large cities possessing piped water supply and 

sewerage systems; 

(4) a microbiologist of standing from a research institute or a 

university ; 

(5) a distinguished worker in the field of water and sewage 

analysis ; 

(6) a geologist; 

(7) the officer in charge of the Central or Provincial malaria 

organisation as the case may be; 

(8) the Director General or the Provincial Director of Health 

Services ; 

(9) the Chief Engineer of the Central or Provincial Public 

Works Department; 

(10) the Secretary of the Ministry of Health, Central or Pro- 

vincial and 

(11) representatives of local authorities in the case of Pro- 

vincial Boards and of the local administrations in the 

case of the Central Board. 

The Planning of a Provincial Water Supply Programme 

24. We may now consider, in greater detail, the planning of a 
water supply programme. It is essential that the inclusion of inter- 
mittent and dual water-supply systems, which exist in India today, 
but. which are recognised as a danger to the public health in other 
countries, should not be permitted in our programme for the future. 
We are indebted to Mr. K. Subrahmanyan, Professor of Public Health 
Engineering, All-India Institute of Hygiene and Public Health, for 
most of the details on which the following plan for the province of 
Bengal has been pre7>ared. It is tIo more than a suggestion as a rough 
guide not only to Bengal but to other parts of India. * 
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25. The following assumptions are made as the basis of a reason- 
ably progressive plan, provided sufficient funds are available: — 

(1) 50 per cent, of the population should be provided with safe 

water during the first 20 years of the programme and 

(2) during the next 16 years the scheme should be extended to- 

cover the remaining 50 per cent. 

2b. The water supplies to be provided may be of two types. For 
the smaller villages with populations under 1,000 we recommend 
wells properly constructed so as to prevent surface and subsoil con- 
tamination and with pumps installed. On the assumption that one 
such well can serve about 250 persons, Mr. Subrahmanyan considers 
that the average cost in Bengal will be about Be. 1 per head of the 
population. In villages with populations of 1,000 and over it is 
suggested that a piped stand-post water supply system should be 
introduced. The cost of such a system will, he considers, range 
between Bs. 10 and 15 per head of the population in that province. 
It is recognised that the cost will vary considerably from province to 
province. It is desirable that, for each village, a source large enough 
to supply water at 25 to 30 gallons per head of the population should 
be investigated and located. The source n^ust be as close to -the 
village as possible. Pumps and elevated tanks may be designed, 
if neciessary, on the basis of a stand-post supply of 8 to 10 gallons 
per head, but the distribution mains should be such as to provide 
for house connections and for an ultimate consumption of 25 to 3Q 
gallons per head per day. In the beginning there need be provision 
only for street stand-posts at the rate of, say, one for 80 to 100 users 
or one at every 150 yards. There should be provision for sterilisation 
of the water supply. The introduction of such water-supply systems 
of particular importance in the control of cholera, and priority in the 
planning and execution of water works should be given to those areas 
which are recognised endemic centres of the disease. 

27. Mr. Subrahmanyan has estiwiated that, for the development 
of a water supply scheme on the lines indicated above, the annual 
expenditure for the first 20 years will be. for Bengal, about rupees 
two crores. According to him this figure will include provision for 
the purification of water and maintenance charges including repairs 
and renewals. The corresponding ^figure for India as a whole, he 
estimates, will be about Bs. 12 crores to Bs^ 14 crores per annum. 

28. It should be noted that these estimates are based on pre-war 
costs and will therefore require revision to suit conditions in regard 
to costs prevailing at thc^ time of constniction. 

Priority In the Provision ol Water Supply 

29. The preliminary task of the Provincial Water Boards will be 
to draw up a plan of action. Certain general principles should be laid 
down for determining priority in respect of provision of water cupply 
in specified areas and we suggest the following: — 

(1) the incidence of cholera and other bowel diseases; 

(2) the importance of the place ns a centre for fairs and festi- 

vals ; 

(3) its location in relation to important lines of communication 

and 

(4) the difficulty in obtaining wat6r during the hot weather. 
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SO. When the local people are willing to contribute either in cash, 
labour or material towards the construction of such works it is lor 
consideration whether this should not constitute some claim for 
rpriority. We believe that thd development of the spirit of self-help 
in the provision of amenities should be stimulated as much as 
possible. 

:Minute on Water Supply The Eon’ble Mr. P. N. Sapru. 

^ My colleagues observe: “The question of conserving all the avail- 
able sources of water throughout the country and of so allocating the 
supply, from a common source, as to meet the reasonable demands of 
the individual provinces concerned, is of such paramount importance 
from the stand-point of the health and general welfare of the people 
that we have come to the conclusion that this matter calls for special 
provision. Where an urgent decision in such matters is required, the 
•(Jentral Government should be empowered to give a temporary deci- 
sion, which should be binding on the provinces concerned until a final 
settlement is readied through the award of an Arbitration Board or 
any other suitable body, to which reference should be made with the 
least practicable delay.”'* I am unable to agree to this recommenda- 
tion as the procedure suggested involves the giving of an interim 
■decision by the Central Government which might ultimately prejudice 
an impartial decision by the Arbitration Board and whidi, if upset, 
would place the Central Government in an embarrassing situation and 
lay it open, should the ultimate award be different from that decided 
upon as an interim solution, to the charge of being partial. 

The question of complaints as to interference with water supplies 
on the part of any Governor's province or the ruler of any federated 
state was considered by the Joint Select Committee on Indian 
‘Constitutional Beform and is regulated by Sections 130, 131^ 132, 
133 and 134 of the Government of^lndia Act. The question of canals 
was specifically referred to by the Attorney -General. The White 
Paper had suggested that- the provinces should be given exclusive 
legislative power in relation to -water supplies, irrigation and canals, 
•drainage and embankments, water storage and water power” and 
had reserved no powers of any kind to the -Federal Government or 
the Federal Legislature. Even under the scheme as envisaged by 
the White Paper, the Federal Court would have had jurisdiction to 
'decide any dispute between the two provinces in connection with 
water supplies, if legal rights or interests were concerned; ‘but the 
^experience of most countries*, so - the Joint Select Committee 
explains, ‘has shown tliaj rules of law based upon the analogy of 
private proprietary interests in water do not afford a satisfactory 
basis for settling disputes between provinces or states where the 
interests of the public at large in the proper use of water supplies are 
involved.* They further pointed out that they were cognisant of th^ 
importance from the public point of view of the distribution of water 
in India, upon which not onlv the prosperity but the economic exist- 
ence of large tracts depends. They however came to the conclusion 
that it was neither desirable nor fejffeihle to make the control of water 
•supplies a wholly Federal subject. Yet, this is, apparently what my 
colleagues, without giving anv adequate reasons for their dissent 
^from the Joint Select Committee’s recommendations, suggest. The 
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Joint Select Committee suggested, and the suggestion has been in* 
corpora in the Government of India Act that ‘"where a dispute 
arises between two units of the Federation with respect to an alleged 
use by one unit of its executive or legislative powers in relation to 
water supplies, in a manner detrimental to the interests of the other, 
rhe aggrieved unit should be entitled to an appeal to the Governor- 
General acting in his discretion, and that the Governor-General 
should be empowered to adjudicate on the application”. ‘We think, 
however,’ they went on to observe, ‘that the Governor-General, 
unless he thinks fit summarily to reject the application, should be 
required to appoint an Advisory Tribunal for the purpose of investigat- 
ing and repprting upon the complaint. The Tribunal would be 
appointed ad hoc, and would be an expert body whose functions would 
be to furnish the Governor-General with such technical information 
as he might require for the purposes of his decision and to make 
recommendations to him. Naturally, the recommendations of a 
tribunal like this would carry weight with the Governor-General but 
they would not be binding on him. * The definite recommendation 
that the Joint Select Committee made was ‘that provision should be 
made for excluding the jurisdiction of the Federal Court in the case 
of any dispute which could be referred to the Governor-General in 
the manner which we have suggested’. They particularly stressed 
that the powers of the Governor- General should not extend to a case 
where one unit is desirous of securing the right to make use of water 
supplies in the territory of another unit, but only to the case of one 
unit using wmter to the detriment of another. 

In the debate that took place in the House of Commons (39. Pari. 
Debates, Indian Affairs, Commons, 1934-35, Vol. IT, Col. 2437) the 
Attorney-General explained that Section 130 was intended to provide 
a method of settling rights, in natural sources, which cannot be taken 
to a court of law because there are no legal principles by which the 
courts can regulate any disputes which nia\ arise. It is fur this 
reason that canals had not been put into the Clause because they 
call be disposed of by ordinary tribunals and do not require to be 
referred to the special tribunals which are set up. 

No reasons have been advanced for going beyond what the Joint 
Select Committee and Parliament considered w\as necessary in th# 
interests of protecting the rights of w^ater being used to the detri- 
ment of a province. Under a system of complete responsible govern- 
ment the Governor-General would not be able to act in his discretion, 
ft is for the constitution-makers of the future to devise a machinery, 
they so think fit, which would ve^t the power of investigating 
complaints in an authority representative of both the provinces and 
me Centre. But I do definitely think that no case, supported by any 
overwhelmingly large expert evidence, has been made for recom- 
D^ending that the powers which the Provincial Governments enjoy 
the matter of water supplies should be whittled down. Inter- 
problems of river pollution by trade waste and sewage, to 
^ mb reference has been made in the body of our report, are capable 
?, on the lines of the procedure laid dowm in section 103 of 

j , ^ll'^^rnment of India Act. Consistentlv wdth the view that I 
autonomy envisaged by the Govoniment of India Act 
bu whittled down, I am unable to support the recom- 
ric ation of my colleagues that the Centre should have the power to 
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arbitrate and give a decision which would be binding on the provincial 
authorities concerned in inter-provincial problems of river pollution, 
by trade waste and sewage. If* the provinces think that river 
pollution is a problem which requires urgent action, they or such of 
them as feel the urgency of the problem, can transfer authority to 
the Central Legislature under the procedure laid down in Section 
103 of the Government of India Act. 1935. I may state here that I 
must not be understood to agree to any proposal, in any part of the 
jpeport, which will have, the effect of giving a greater central bias to 
the constitution than tliat whicli is envisaged by the Government of 
India Act of 1935.. In fa('t, T may add that I am opposed to sub- 
section (4) of Section 126 of the Government of India Act, which was 
passed as an emergency war measure 


GENERAL SANITATION— GONSERVANOY AND DRAINAGE 

A Survey of the Present Position 

1. The present position in respect of sanitation is, speaking 
generally, higlily unsatisfactory in both rural and urban 
areas. Practically no ]mivision exisis in the smaller villages for 
the collection and disposal of excreta and refuse and houses in such 
villages rarely have latrines. Very limited efforts have been made 
in. a few small towns, ])anchayats and union boards to promote 
conservancy s('rvices, ]’)nt here also tin* level of sanitation generally 
is low rnul, ij) tbc-sc place.s too, rnnst lionsps are not provided wit!) 
latrines. A scavenging service and trenching are the usual methods 
of collect io>T and disposal of night soil for such communities. 

2. SeM'erag(‘ has been provided only in a very limited number of 
the larger towns and cities and the inhabitants of these form only 
about 2 per cent, of the total population of the country- The undor- 
ground draiinage system was first introduced in India in Calcutta in 
1870, about 20 years after its provision in London and 13 years after 
its establishment in New York. The extension of the sewerage 
system in India has, however, been extremely slow as compared with 
western countries. 

3. Eefuse disposal is generally carried out by dumping in low 
lying areas. Very few cities practise incineration as a method of 
Us disposal. 

OUR PROPOSALS 

4. An improvement of the general sanitation in the inhabited 
areas of cities, towns and villages is a matter of urgent importance 
firom the point of view of controlling a large part of the preventable 
ill-health. Nevertheless, the difficulties in the way ot promoting ^ 
rapid advance in this field of healtli administration are so great that 
we feel the ingenuity and resources of Governments will be taxed 

^ to the utmost extent in solving these problems. The que.stion of 
* preluding adequate funds stands out, of course, as one of the major 
difficulties. There are others, including the creation and main- 
tenance of well-manned and equipped technical organisations to deal 
efficiently with the problems of environmental hygiene and the educa- 
tion of the people with a view to their accepting and practising the 
hygienic mode of life. 
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6. One diflSculty that exists at present is that the self-governing 
units are, in many cases, so small {e.g,, union boards and 
tpanchayats) that it is quite impossible for them to organise and 
maintain satisfactory conserVii^cy services for the populations en- 
trusted to their care. This remark applies in a greater or less degree 
to most municipalities including some of the larger ones, where 
the rates imposed are not adequate and are not properly collected. 
We have suggested, in Chapter XVII of this volume of the report, 
the abolition of the many small local authorities that now exist in 
individual districts and their replacement by a single body, the Dis- 
trict Health Board, to control the W'hole area with the exception of 
the territory covered by certain large municipalities with populations 
of 200,000 and over. This proposal of ours should help to pool the 
resources of most of the existing local bodies in a district but we are 
‘doubtful whether, without developing other sources of revenue than 
those which these local administrations ^have at present, sufficient 
funds for the improvement of general sanitation and for the develop- 
ment of other health activities will become available. This is a 
.matter which should receive urgent and serious consideration but, 
in vi('w of the (‘omplex qiicstions the subject of ])nblic ffhance raises, 
wc feel tliat we must leave it to Governments to investigate. 

Collection and Disposal of Excreta 

6. In tlie section dealing with housing we have already expressed 
our view that the manual handling of nighisoil during its collection 
and disposal should be rendered unnecessary as far as possible. For 
tliis p\irpose we favour the introduction of the water-carriage system 
as widely as may be practicable. We realise, however, that the 
provision of this amenity even in urban centres with populations of 
50,000 and over will require mi outlay of some 60 crores of rupees 
on capital works auej recurring charges on an adequate technical 
organisation for tlieir maintenance. Jn# view, however, of the im- 
porlaiua' of providing ^uv the proper ^aniiation of at least the more 
congested url)an areas we recommend that the sewering of all towns 
with a population of ‘50,000 an'd over be. made an objective to be 
attained within the short-term programme of the first ten years. 

7. For smaller places, urban and rural, we nmommeud the use 
of septic tanks and soil absorption systems in order to extend the 
advantages cd’ water-borne eoiiservancy over as wide an area as 
possible. We recommended, in the section dealing with housing, 
that the provision of sucdi septic tank latrines should be enforced 
on all owners who can afford the cost of their construction, and have 
also suggested that measures other than legal enforcement should 
be adopted in order to popularise' and extend its use. Cheap and 
effective type plans have already been evolved, after experiments, 
by health authorities in certain parts of the country. Squatting plate.s 
made of porcelain or concrete with a water seal, which requires oidy 
a comparatively small quantity of water for flushing, have been made. 
Experiments in this direction should be continued as well as on the 
evolution of suitable types of efficient and cheap septic tanks. We 
suggest that provincial authorities should promote the construction 
of suitable squatting plates and make them available at cost price 
or less to the public. 

8. In all unsewered areas we reommend that, for public latrines, 
^he 8epti.5 tank type should be employed wherever possible. In 
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every case the effluent from the septic tank should be distributed 
in the subsoil to a reasonable distance before it is permitted to draii^ 
into any water course.* The local health authority should exercise* 
control over the establishment and functioning of this type of latrines. 
We recommends therefore, that their construction for private use- 
should be governed by suitable conditions to be laid down and en- 
forced by such authorities. In the areas under our scheme the exer- 
cise of the proposed control should present no great difficulty because 
the public health engineering section of the health staff will provide 
the required technical personnel for such supervision. In the areas- 
outside our scheme, the existing health organisations should also 
exercise similar control as far as possible. In both types of areaa 
the distribution to the people of type designs which utilise, as far 
as possible, local material and are cheap to construct should go a 
long way to popularise this kind of latrine. 

9. In many places, where soil conditions are suitable, bore-hole 
latrines can be brought into use if a cheaper type than the septic 
tank latrine is required. In the Province of Madras, where the- 
health authorities have had considerable experience of bore-hole 
latrines, we were told that this type, while it is satisfactory for indi- 
vidual houses, has not been found equally so for public use. We 
recommend, therefore, that, for the latter, the septic tank variety 
of latrine be preferred. 

10. The squatting plates we have suggested for septic tank lat- 
rines can also be used for the bore-hole type and we recommend that 
provincial authorities should make these available art cost price or 
less so as to popularise their use- 

11. For the area under our scheme we recommend a vigorous 
policy of latrine construction. The Public Health Inspector should 
be in charge of this work. One of the duties of the squad of fifteen 
labourers, provided in our scheme, will be to deriionstrate to the 
villagers how to instal bore-hole latrines. Latrine augers and all 
other appliances that may be required should form a part of the 
equipment of the staff. Apart from propaganda some form of in- 
ducement may often be necessary to persuade the villagers to pro- 
vide themselves with latrines. One of the methods tried in certain 
districts of ^ladras was to give to every householder who put up a 
latrine, a squatting plate at lialf the cost price or even free. A bore- 
hole latrine used by a single family should last for about 2^ to 3 years 
and should not cost more than about Rs. 15 including the squatting 
plate. 

12. The progress made in the construction of these latrines will 
depend largely on the support that the public health staff of the 
primary unit cam secure among the people. If each of the two pub- 
lic health inspectors in a primary unit could secure the construction 
of about 30 latrines in his area per month, about 7,200 such latrines 
would have been provided during the short-term programme in each 
unit. A rough estimate of the total number of houses in a primary 
unit with an average population of 40,-000 is 8,000. The rate of 
conFvtriiction suggested above will, therefore, largely solve the problem 
of nightsoil conservancy and the effect of this one measure alone on 
the health of the community would be considerable. 

13. In coTmection with bore hole latrines, it will be necessary io 
organise a re-boring service. Otherwise, with the filling up of th^ 
latrines in about two or throe years, the people may revert to their 
previous habits. 
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14. The location and building of public latrines will, of course, be 
<smder the direction of the local health authority. The provision of 
water for ablution is desirable, as apart from other considerations, 
such water helps the digestion of nightsoil in the bore- hole latrine. 

16. We recommend that all schools, students’ hostels, public 
offices, jails, and halting places for travellers such as dharmasalas, 
should be provided with septic tank latrines. The urinals for these 
institutions should also be connected with such latrines. These 
proposals should first be enforced in the areas under our sohieme and 
may later be gradually extended to other places. 

16. With regard to the disposal of excreta in unsewered towns, 
the existing practice is mostly to trench it. The sites for the trenches 
are unsatisfactory in some cases amd the amount of supervision exer- 
cised over trenching operations is not sufficient to ensure their being 
conducted efficiently. We are of opinion that greater attention 
ehould be paid to these matters till the more efficient methods of 
nightsoil conservancy we have already indicated cam be universally 
applied. 

17- In some towns the nightsoil is mixed with refuse and a com- 
post is made. This is a good way of “converting waste into wealth”, 
but the process has disadvantages of which the handling of nightsoil 
is perhaps the greatest. Another is that it may promote fly-breeding 
unless adequate precautions are taken. These include the carrying 
out of composting in masonry trenches or on masonry platforms and 
under a roof in those areas wliere the monscon rains are heavy. On 
the whole, after weighing carefully the hazard to health against the 
gain ill manure, we are inclined to discourage composting unless the 
liandling of nightsoil can be prevented and other necessary precau- 
tions can be taken. We would, however, advocate composting as 
an excellent method of disposal of the dung of cattle and other 
animals. 

Refuse GoUection and Disposal 

18. In the rural areas the public health* inspector should encourage 
the construction of manure pits in houses outside the inhabited 
area. In certain parts of the country, whore ])oople might not 
have land of their own, a common manure pit should be provided. 
The village committee, we have proposed, should see to the provision 
of sii(di common pits and their proper use. Villagers with cattle 
should be induced and trained by the health staff to compost cattle 
dung. 

10. The systematic sweeping of all public places and the collec- 
tion of refuse should be organised m the larger villages such as those 
which now have panchayats and union boards. All municipalities 
should insist on the owners of houses providing dust bins of an 
approved pattern and should undertake the collection of refuse from 
such bins. Standard dust bins of a durable type with bottom and 
cover lid must be used. The collection and disposal of refuse by 
<5ontractor8 are undesirable, as it is difficult to ensure satisfactory 
service. 

20. In the Municipal Acts provision generally exists for th^j 
levying o£ a scavenging tax to cover the cost of the service. Where 
*tbi8 provision does not exist, the necessary steps should be taken to 
pJ^de such powers. 
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21. It is recommended that municipalities with a population oi 
60,000 and over should maintain municipal workshops for repairs to* 
the vehicles used for refuse collection. 

22. The method of disposal of refuse adopted in a particular 
municipality will depend on local coiiditiohs. Whatever be the* 
method that is used, it should be such as to ensure that fly-breeding, 
and other hazards to health are prevented. 

23. The disposal of rubbish by incinerators is recommended for 
all cities of 100,000 population and over. The construction and use* 
of incinerators should also be encouraged for hospitals and other 
large institutions. 

Tbe Collection and Disposal of Sewage and Industrial Waste 

24. As has already been pointed out, when a community is sup- 
plied liberally with water, the disposal of the used water becomes- 
an important problem. Hence sewage w'orks and drains have to be- 
planned and built to keep pace with the extension of piped water 
supplies, particularly in the larger urban centres. 

25. The short-term objective we put forward is the planning 
and the carrying out of sewerage and .sewage disposal works in all 
towns with populations of 50,0TO or more and, in all health resorts- 
and industrial colonies housing 1,000 people or more as well as the 
remodelling of existing sewerage systems on lines sufficient to pro- 
vide for the connection of at least 95 per cent, of the houses in tHe- 
areas concerned. This will bring the benefits of the water-borne 
system to approximately 50 per cent, of the urban population, in- 
eluding under this class all towns with populations of 5,000 and over. 

26. Wo have provided for the short-term programme of sewerjige 
construction a sum of Rs. 60 crores in all, or Es- 6 crores per annum 
for 10 years for British India alone. It is suggested that one half 
of this amount may be given as grants and the other half as loans to 
locrd. bodies. in the of water supply, the initiative for the de- 
velopment of the programme must come from the Jh’ovincial Govern- 
ment and the Provincial Drain.nge and Water Board. The latter 
should, through its technical staff, prepare plans and estimates for 
sewering all towns of 50,000 population and over, and Provincial Gov- 
ernments should, in co-operation with local authorities, carry out 
these plans as quickly as circumstances permit- The ultimate aim 
should be to extend sewerage systems to all urban communities. In 
the meantime the provision of o])en drains, properly constructed and 
maintained, will be necessary for towns with populations of less than 
50,000 because the introduction of a piped water supply should be 
accompanied by adequate provision for drainage. The Provincial 
Water and Drainage Board should be responsible for the planning of 
thii type of drainage also. 

^7. We have not dealt with the disposal of industrial wastes sepa- 
raiely. W'e think that they may, in many cases, be let into the 
cit/ sewejs in places where these exist. Certain trade wastes vvill, 
however, reqTiire y^rior treatment before they are permitted entry into 
the sewers, because such wastes may interfere wdth the biological 
action wmich is the basis of sewage disposal. These wastes must 
therefore receive such treatment as may be necessary before they are 
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permitted to leave the premises of the. factories concerned. If fac* 
tories are located far away from the sewered area of a town or in a 
place wliere the underground drainage system does not exist, the need 
for adequate treatment of the waste water will, in many cases, be 
even greater. 

28. Both sewage and trade waste, when they emerge after appro- 
priate treatment, should have attained certain standards of purity 
before they can be permitted to flow into rivers, lakes, the sea and 
other large bodies of water. Water and Drainage Boards will be 
responsible for supplying Governments with suitable technical advice 
in respect of such problems- This subject is dealt with more fully 
in the next section dealing with river and beach pollution. 

RIVEB AND BEACH POLLUTION 

Intioduct4on 

1. The uncontrolled discharge of sewerage effluents and industrial 
wastes into bodies of water such as tanks, lakes, streams imd the sea 
produces conditions which are offensive to sight and smell, endanger 
public he«nrlth, kill fish life and change the natural flora and fauna. 
It may produce other detrimental effects such as the loss of certain 
recreational facilities to the community and a depreciation of the. 
Nulue of proi)erty situated close to these polluted tanks, lakes and 
other w’ater collections. It is, therefore, clear that such polluti(;n 
should be controlled in the public interest. The quantity and strength 
of the sewerage effluent admitted to natural water sources should be 
adjusted with due re.ard to the volume and ca])ueily lor oxygenation 
and self-purification of the receiving bodies of w^ater as well as to the 
iisis to which these will normally bo put by the community. The 
extent to which public water supplies derived from rivers and streams, 
which are liable to a sewerage pollution, have to be purified depends 
on the load of such pollution. 

Existing Conditions 

2. In India there arc i.ianv towus a’.nl on t!:i‘ i)a)!ks nt rivers 

Only a few cities arf3 se\\eved and industries have uot yet developed 
on a scale comparable with the more advanced countries of Europe 
and America. Hence it may a{)pear that the problems of liver and 
beach pollution are not so grave here as in those countries. This 

however, only partially vorreet. Whether sewered or not, most 
of the big cities are situated cn the banks of rivers or on the sea coast 
The general sanitation of ni.nny of these cities is of a low standard and, 
a varying proportion of the sullage and nightsoil from them finds its 
yay to the rivers ai.d the sea. ExaVnph's are the Guir.ti wliiel’ 
is polluted by the sewage of laicknow, the Ganges by the sewage of 
Cawnpore md of Benares and the Jumna by the sullage of Agra and 
the sewage of Allahabad. The FFooghly receives discharges of w^astes 
from the factories and of sullage from the towns, which are siiuated 

both sides above and below' Calcutta. The situation became so 
acute in the Calcutta area that legislation wms enacted requiring that 
sewiujo effluents into the Hooghly should be sterilised- It is uuder- 
®loo(l however, that the law' lias, in practice, been rarely enforced, 
he discharging of effluents from sugar mills, distilleries, paper mills, 
auneries and other industries into rivers and ponds has given rise to 
P^ensive conditions in various parts of the country. The problem is 
^ to hcpome more acute with the anticipated j)ost-w’ar growth in 
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urbanisation, in industriarlisation and in the sewering of urban areas, 
unless adequate measures are undertaken without delay. 

Control in England and the United States 

, 3. In England pollution of rivers by sewage was one of the sub- 
jects considered in the report of the Eoyal Commission on sewage 
disposal in England. The rivers in that country have been stated 
by one authority to be too short to undergo any appreciable self-pmi- 
fication. The Eoyal Commission recommendea certain standards for 
sewage effluents depending on the extent of the dilution to which it 
is subjected. These standards have been found to be suitable on 
the whole. In that country the control of a river barsin or catchment 
area as a whole is eritrusted to an organisation known as a Kiver 
Board. 

4. In America the laws and practices for the control of river 
pollution vary in different States. In some the rivers are divided 
into classes according to their natural uses and standards of purity 
for effluents are ‘ prescribed according to the class of the river con- 
cerned. 

OUR PROPOSALS 

5. In our view early action is essential in order to prevent this 
problem reachhig an acute stage in India. Existing laws provide, to 
some extent, for action against the fouling of water supplies. For 
instance, the Indian Penal Code makes the voluntary corrupting or 
fouling of the water of a ])ublic s|)riiig or reservoir a penal offence. 
While some Provincial Local Self-Government Acts, by placing the 
control of streams, channels, and other water sources not situated on 
private property, under local bodies, have made it possible for the 
latter, if they are so disposed, to control pollution by sewage and trade 
waste. But these legal provisions have so far had little practical 
effect as they have not been enforced- Further, the problems of 
river and beach pollution are often of such magnitude that uncoordi- 
nated efforts by individual local bodies or by the police in respect of 
the provisions under the Indian .Penal Code, are not sufficient to meet 
the situation. 

6. In the sections dealing with water supply and general sanita- 
tion we have recommended the establishment of Central and Pro- 
vincial Water and Drainage Boards and have included among their 
functions the control of river and beach j)()lIution. We attach con- 
siderable importance to this recommendation. These boards, acting 
dn close co-operation, will be in a position to deal with a river basin 
or a catchment area as one organic unit and to view the problems of 
developing water supplies and of sewage disposal in such a manner as 
to harmonise conflicting interests and to ensure the safeguarding of 
the public health. On their advice the Central and Provincial Gov- 
ernments will, in consultation, be in a position to take appropriate 
action to control river pollution on an inter-provincial basis as well 
as to deal with beach pollution. 

7. On the technical advice tendered by the Boards, Governments 
should make legal provision requiring the fulfilment of certain 
standards of purity for sewage effluents and for trade wastes if they 
are to be permitted to flow into rivers, seas, lakes, and other sources 
of water. Complicated questions that may arise in respect of tne 
treatment of special types of trade waste can be investigated by the 
Boards through their technical staff and laboratories. 
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CONTROL OF INSECTS, ROBENTS AND OTHER VECTORS OF 

DISEASE 


Introduction 

1. Control of the environment so as to make it unsuitable for the 
breeding of certain insects, rodents and other forms of animal life 
which transmit disease to man is also a function of a modem public 
health engineering department. 

Mosquito Control 

2. We have dealt with mosquito control in the section on malaria. 
Preventive measures such as surface and subsoil drainage, the flush- 
ing of rivers and other water courses and the shading of breeding 
places should be undertaken only after a careful study of the habits 
of the type or types of mosquitoes responsible for transmission locally. 
We recommend that such schemes should be carried out under the 
combined technical guidance of the malariologist, the public health 
engineer and the entomologist. 

3. Other recommendations, which wc have included in that section, 
are (1) the acquirement, by local health authorities, of the necessary 
legal powers for the enforcement of anti-mosquito measures and (2) 
the requirement that, in respect of all construction works undertaken 
by the different departments of Government, the Ministry of Health 
should be consulted and that all antimalaria measures prescribed by 
that Ministry should be (*nrried out. The cost sliould be included 
in the estimates for these projects and the health authorities should 
be entrusted with their execution. 

4. We recommend that mosquito control should be exercised to 
the highest possible degree in and around aerodromes and major sea 
ports in order to prevent the introduction of yellow fever into the 
v'ountry. 

Rat control 

6. We have dealt with this question, at some length, in the sec- 
tion on plague, and do not, therefore, propose to cover the same 
ground here. We may, however, state our view that a permanent 
solution of the rat problem will be secured only through the ratproofing 
of dwellings and stores for grain and other articles which provide 
food attractive to rats. While recognising that this is a very costly 
measure, we feci we are justified in asking that it should be accepted 
as a long-term objective in order to secure lasting benefits to the 
country. Apart from the effective control of plague that ratproofing 
will bring about, the economic gain to the community will be con- 
eiderarble. Various estimates of the loss caused by rats have been 
made. A conservative estimate of the annual loss to the country 
from this source places the figure in the neighbourhood of Es. 800 
crores, a sum which would more than suffice to finance our entire 
health programme for the first ten years. 

6. Batproofing should, in the first instance, be carried out as far 
as possible in the endemic centres of plague and should later be ex- 
tended all over the country. 

7. While the carrying out of this suggestion must necessarily be 
spread over a comparatively long period of years, we would suggest 
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that the seasonal measures for rat control, which we have recom- 
mended in the section on plague, should be carried out in order io> 
keep down the growth of the rat population. 

Fly Control 

8. The domestic fly will continue to be a menace to the public 
health until the level of general sanitation in towns and in the coun- 
tryside improves considerably. The satisfactory collection and dis- 
posal of the dung of animals and of other refuse are essential to pro- 
duce the desired improvement- We have already dealt with the 
question of general sanitation and shall not, therefore, repeat here 
the steps that we suggest should be taken. 

9. The danger from the fly as a carrier of disease will decrease in 
proportion to the extent that the programme of nightsoil conservancy 
through an extension of the water carriage system and through the 
construction of latrines, which we have advocated elsewhere in this- 
report, becomes implemented. 

10. The control exercised by most municipalities in India over the 
manufacture and sale of articles of food, including dairy products, 
and over the sanitation of stables and cattle yards is quite ineffective. 
These local bodies have, under their self-government Acts, adequate 
powers to exercise the necessary control. Their neglect of this duty 
is, in a large measure, responsible for fly-breeding and for the dis- 
semination of diseases carried by flies in the areas under their charge. 
We hope that the proposals we have set out in Chapter XVII for im- 
proving the standard of local health administration will, if carried 
out, help to remedy to a large extent the existing state of affairs. 

11. There is evidence from England and America that the re- 
placement of animal driven vehicles by motor transport has contri- 
buted to a remarkable reduction of flies and of the incidence of fly- 
bome diseases such as dysentery and diarrhoea. We do not antici- 
pate the disappearance of draught animals from the roads in India 
for many years to come, but there is the possibility of a steady in- 
crease in motor transport in the larger urban centres and later in the 
country as a whole and such developments will lead to a reduction 
of the fly population. 

12. Apart from the measures directed against the breeding of 
flies we recommend that active steps should be taken for the destruc- 
tion of adult flies by the use of potent insecticides such as T>. D. T. 
and pyrethrum- 

CONTROL OF CERTAIN TRADES, INDUSTRIES AND OCCUPA- 
TIONS DANGEROUS AND OFFENSIVE TO THE COM- 
MUNITY 

The Present Position 

1. Some iji (lie provitufinl Local Self-Government Acts (e.g.^ the 
Madras District l\funicipaliti<'s and Local l^oards Acts and the 
Bengal Munieij)?!) Act) give power to local authorities to control 
certain trades, indusircs and occupations which mav prove offensive 
or dangerous to fli^^ comnuinit;' a!id which are specifically mentioned 
in those Acts. Piovision for sucli control has been made by the 
prohibition imposed on the carrving on, by any person, of such 
trades and occupations w fhin the -area of a local authority before 
O^t^iining a licence from that authority. By the incorporation of 
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suitable conditions, the local body concerned can regulate the function- 
ing of these dangerous and offensive trades in the interests of the 
health and general welfare of the community. For instance, the* 
Bengal, Municipal Act provides for the control of a number of such 
trades which include: — 

(1) Slaughter of animals, their shinning and disembowelling for 
purpose other than human consumption; 

(2) storing hides, fish, horns or skins; 

(3) boiling or storing offal, blood, bones or rags; 

(4) melting tallow; 

(5) tanning or the manufacture of leather or leather goods; 

(6) oil-boiling; 

(7) soap-making; 

(8) dyeing; 

(9) burning or baking bricks, tiles, pottery or lime; 

(10) storing kerosene, petroleum, naphtha, or any inflammable oil. 
or spirit; 

(11) trading in or storing for other than domestic use, hay, straw, 
wood, thatching grass, jute or other inflammable material; and 

(12) any manufacture, process or business from which offensive or 
unwholesome smells or offensive noises may arise. 

2. In practice the control exercised over such trades by local 
authorities leaves niucli to be desired. The fact that a proportion 
of the revenue of municipalities is derived from the grant of such' 
licences, and pressure from vested interests have, it is believed, been 
responsible for the laxity that exists in the enforcement of the law. 

RECOMMENDATIONS 

B. While the measures required for the control of each of these 
trades and industries will naturally vary to some extent they should, 
in general, aim at the regulation (1) of the location of these trades 
and industries, (2) of the specific processes in individual eases if there 
be any risk involved in them to the health of the worker, (3) of the 
general sanitation of the factory so as to provide as hygienic an 
invironment as may be practicable and (4) of the quality of the trade 
wastes issuing from the factory jn'emisos, in order to ensure that 
their disposal on land or in any large body of water does not produce 
effects detrimeutai to the health and welfare of the community 

(1) Control of Location. — Some of these industries which cause 
the emission of offensive smells such as tanning and the boiling of 
blood, offal and bones should be permitted to operate only at a 
sufficient distance from inhabited areas to prevent their causing 
nuisance or their becoming a danger to health. Their location should 
therefore be restricted to special areas. Other trades, such as the 
storage of inflammable articles, should not be permitted in the 
densely populated areas. 

(2) Control of processes involving risk to the health of (he worker . — 
ouch risk arises mainly, from the possibility of contracting industrial 
diseases, an example being anthrax in tanneries. We recommend 
that special rules should be made to protect the workmen in suohi 

267 



GHAPTHB XIV 


^adea. The subject of industrial disease has already been considered 
.by us in the chapter dealing with industrial health. 

(3) Control of the general sanitation of the factory. — ^This subject 
has also been dealt with in some detail in the chapter on industrial 
health and we need not, therefore, go over the sanie ground again. 

(4) The treatment of trade wastes and their disposal. — In dealing 
with river and beach pollution and with the general sanitation of 
rural and urban areas we have already recommended that, as the 
treatment and disposal of trade wastes present many technical 
problems, the Water and Drainage Boards, suggested by us, should 
offer advice to Governments on these matters, and that the latter 
-should issue such general and specific instructions as may be required 
to deal with these problems. 

4. Local authorities already possess sufficient powers to deal with 
these trades and industries. The application of these powers to 
control such trades will be facilitated by the implementation of our 
proposals for health development, which include provision for 
improving local health administration and for placing, at the disposal 
of the authorities responsible for such administration, suitable 
technical advice in respect of different problems as they arise and a 
technical staff competent to translate such advice into effective 
action. 

5. In view of the fact that we have discussed many of the techni- 
cal aspects of this subject in other parts of the report we have dealt 
with it here only brieflv. Wo would at the same time stress the 
urgent importance of adequate action by local health authorities to 
control such trades and industries in the interests of the public 
health. 
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CHAPTER XV 

QUAEAKTINE 

1. We have discussed at some length the problems of international 
and internal quarantine from the point of view of India in our review 
of the subject in Volume I of this report. 

Intem&Uanal Quarantine 

2. As regards international quarantine there are two aspects requir- 
ing consideration. One is prevention of the export of infection in 
respect of the diseases recognised under the International Sanitary 
Conventions and the other is that of protecting India from the 
possible introduction of diseases such as yellow fever, sleeping sick- 
ness and others from which the country is at present free. In regard 
to both, the measures now in force in India are considered reasonably 
complete and satisfactory. 

3. We understand that the International Sanitary Conventions 
governing sea and air traffic are undergoing some alterations designed 
mainly to make provision for the changed conditions of international 
traffic, particularly in respect of air travel, which have come into 
being in recent years and will no doubt be in evidence to an even 
greater extent in the future. It is understood, however, that the 
main principles on which participation between the Governments 
of different countries for the control of the spread of infectious diseases 
has hitherto been based will continue unaltered in the new Conven- 
tions under consideration. India, while she has so far been carry- 
ing out faitlifully the requirements of the existing Conventions, has 
not formally ratified them. We understand that the Government of 
India has, under active consideration, the question of ratifying the new 
Conventions and we strongly support their ratification. 

4. We are recojumending, in Chapter XVIT of this volume, that 
the ratification of international treaties should be one among a small 
group of subjects in respect of which the Centre should be given the 
rower to compel a province to fall in line with the other provinces. 
In dealing with problems of international health it is essential that the 
Central Government should be able to carry out a common policy 
throughout India. For instance the fact that international air lines 
pass through different provinces in the country necessitates action 
on common linos in respect of the health requirements of air ports and 
their surrounding areas in each case, though the latter will, obviously, 

under different Provincial Governments antimosquito 

i^easures). 

Internal Quarantine 

5. Internal quarantine is concerned with the enforcement of 
ofiensures designed to control the spread of infectious disease between 
neighbouring units of administration, namely, the Provinces and 
Indian States. No attempt has so far been made to deal with this 
nrohlem on a sufficiently comprehensive scale and no organisation 
exists for the co-ordination of such preventative measures as individual 
I^rovinces and States may carry out in their own territories. 

6. We need not go into details here regarding the legal provision 
'^nder the Government of India Act, 1985, for. the prevention of the 
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i^pread of infectious diseases from one unit of the federation to 
.another. The matter has been dealt with in some detail in our review 
of the subject in the previous volume. We wouJd, however, 
emphasise that the need for controlling the spread of epidemic 
/diseases from one part of the country- to another is so gmat that 
considerations based on the desire to maintain intact the principle of 
.provincial autonomy should not prevent the carrying out of any 
/changes, which may be required in the existing law. 

7. It may not be out of place, in this connection, to examine the 
way in which internal quarantine measures are carried out in the United 
estates of America. In that country each State is sovereign within its 
own territories so far as internal health functions are concerned. 
But control of the interstate spread of disease is the responsibility 
of the Federal Government and of the Federal Health Service. To 
•quote from Smillie’s “Public Health Administration in the United 
States” (1948), “the Federal Health Service has control of sanita- 
tion in interstate traffic. Supervision of the sanitary facilities of 
interstate vehicles is a responsibility of the Federal Government. 
Ships on the Great Lakes and the waterways, as well as railroad 
trains, are included, and special attention is given to their water- 
supply and sewage disposal systems”. The Federal Government 
assists the States in the control of communicable diseases and at the 
request of a State, the Federal Public Health Service sends trained 
personnel from its establishment to aid in the suppression of any 
serious outbreak of epidemic disease within the territory of that State. 
Among the special measures undertaken by the Division of Domestic 
Quarantine of the Federal Public Health Service may be mentioned 
rat control to prevent plague, sanitation of the vessels engaged in 
interstate traffic and stream pollution where interstate interests are 
involved. We have described in some detail these internal quarantine 
duties of the Federal Administration in the United States because we 
feel tliat, in developing measures for the control of the spread of 
infectious diseases from one unit of administration to another in India, 
the practice in force in the United States can with advantage be 
adopted here, with such modifications as may be nece^arv to suit 
Indian conditions, 

8. In the light of the discussion in the preceding paragraphs we 
make the following recommendations: — 

(1) 4s in the case of the United States, the Central Government 
should be responsible for the enforceiiient of all measures necessary 
to prevent the interprovincial spread of infectious disease. We 
have already indicated briefly the steps which are taken in that 
country by the federal author’ties for controlling the interstate 
spread of such diseases. If the existing law in India requires modi- 
fication in order to enable the Centre to carry out these duties, such 
modification should be brought about as soon as may be practicable. 

(2) As has been explained elsewhere, we desire to see that 
occasions for intervent on bv the Centre in the internal administrat on 
of a Province should be minimised as far as possible. To secure this 
end we have suggested the establishment of an organisation, the 
Central Board of Health, consisting of the Central and Provincial 
Ministers of Health and have recommended that normally all provin- 
cial matters, which may require intervention by the Centre, should 
■first be discussed by the Board in order to secure the largest possibl® 
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.measure of agreement in respect of the action required to be taken. 
Where urgency demands immediate action, we have suggested that 
the Central Min s ter should report the matter to the Board with the 
least practicable delay. We believe that, if the proposed procedure 
can be followed, the possibility of friction between the Centre and the 
Provinces will be considerably reduced. 

In the sphere of internal quarantine we would recommend that 
ihe Board should draw up, in consultation with the health advisers at 
the Centre and in the Provinces, a memorandum of instructions to be 
followed by the Central and Provincial Health Departments in order 
to promote the effective control of the spread of infectious diseases. 
Occasions requiring co-operat ve action by the Central and Provincial 
Health Departments will include, among others, (a) large festivals in 
individual provinces, which attract pilgrims from other provinces, 
(b) outbreaks of epidemic d sease in a province in an extensive form 
or, even if it be on a smaller scale, in an area close to the borders 
of a neighbouring province, so as to constitute a threat to the latter 
and (c) serious calamities such as floods, earthquakes and famines 
whereby conditions may be created, which are favourable to the rise 
and spread of epidemics. Some degree of co-operation among the 
provinces themselves and with the Centre already exists in respect of 
exchange of epidemiological information and in respect of measures 
in connect. on with large festivals. But we des re to see the whole 
field of possible co-operation examined on a wide basis and a common 
programme of action drawn up under the auspit'es of the Central 
Board of Health. Into such a programme can be fitted the measures 
which are to fakon by the Centre, including the assistance to be 
iriven bv it <o flio Crnv nces, for tlie discliarge of its own inter- 
provincial rpiai’antino functions. 

(8) The desirability of creating an inter-provincial fund for carry- 
ing oul tlh- measures oiitbiied above sliould be considered. To this 
hind ih'ov.ncial (lovcrnnnnii.s can contribiiic thcii’ share on some 
agre'^d basi<. ddn* Central Government should also make a suitable 
contribution, which would cover its responsibilities for the Centrally 
Administered Areas as well as for financial assistance towards 
furtiiering interprovinc al control of the spread of infectious disease. 
Siudi a fund will also constitute an insurance for all Governments 
against possible disasters such as famines, fioods and earthquakes. 

(4) Tlie measures described in this chapter for the enforcement of 
internal quarantine can liardlv be effective without the act ve parti- 
cipation of Indian States. In view of the uncertainty regarding 
possible future developments in the constitutional sphere in India, 
all that we can recommend is that, by mutual arrangements or in 
some otlier way Indian Slates should also be brought into the scheme, 
ue realise that it i-' only those States wliich possess a reasonably 
good health organisation that can participate in such co-opcrat’.ve 
effort. The Tiiore important of the States will probably satisfy this 
condition and if, in the beginning, oven these can bo persuaded to 
come in, the range of activ'tv of the internal quarantine organisation 
and its effectiveness will have been greatly increased. 
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OHAPTEE XVI 

VITAL STATISTICS 

Introduction 

1. Vital statistics constitute the foundation on which all constrUvO- 
live work in the field of public health must be built. Preventive and 
curative work can be organised on a sound basis only on accurate 
knowledge regarding the diseases and disabilities prevalent in any 
area. Such information will become available only when mortality i nd 
morbidity statistics are recorded correctly. The reports of the Eoyal 
Commission on Agriculture and of the Koyal Commission on Labour 
both drew pointed attention to the defects of Indian vital statistics 
and stressed the importance of ensuring that an early improvement 
was effected. 

2. In this chapter we shall discuss the measures that are neces* 
sary for improving the registration, compilation and study of vital 
statistics in this country. In its widest sense the term vital statistics 
includes, as has been pointed out by Sir Arthur Newsholme, “the 
whole study of man, as affected either by heredity or by environ- 
ment, so far as the results of this study can be arithmetically 
stated”. It is, at the same time, used in a narrower sense to denote 
data regarding the occurrence of certain types of vital events taking 
place in the commimity, such as births, deaths, the incidence of 
disease and marriages. As regards marriage no registration normally 
takes place among the Hindus and Mohammedans, who together 
constitute about 91 per cent, of the total population. Therefore, in 
our discussion of the methods of improving vital statistics, we shall 
confine ourselves to births, deaths and the incidence of disease. The 
organisation of morbidity statistics for the community presents a 
difficult problem even in countries in which the development of health 
services has advanced much more than in India and figures for deaths, 
in view of their greater completeness, are generally utilised to a 
greater extent than morbidity figures for the study of health problems, 
even though the latter constitute more satisfactory material for such 
study. It is only when an adequate medical service covering the 
whole population and offering protection to all, irrespective of their 
ability to pay for such protection, becomes established and operates 
over a reasonable period of time that morbidity statistics of the re- 
quisite quality and quantity will develop. Such a comprehensive 
service has not yet been established even in the more advanced 
countries of Europe and America and its provision is only under con- 
sideration. In India our proposals aim at providing the country with 
such a health service and its establishment will no doubt promote 
here also the growth of a body of reliable statistics covering the 
fi'jld of morbidity in its various forms. For the present, however, 
there exist morbidity figures, although they are incomplete, for cer- 
tain' infectious diseases which have been made notifiable by the differ- 
ent health authorities in the country. Our proposals in this chapter 
will cover, besides the statistics relating to births and deaths from 
all causes, those which relate to the incidence of notifiable diseases 
also. 

3. The application of modern statistical methofls to health admi- 
nistration is of supreme importance. The study and intcrpretatioii 
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'oi vital statistics require the use of these methods. An essential pari 
of sound administration is that it should produce, in all branches of 
iis activity, data which will indicate the trend of events. The appli* 
cation of the science of statistics is necessary both for ensuring that 
■the collection of such data is on sound lines and for assessing the 
results of administration through a study of the recorded statistics, 
JThe study of the social and biological aspects of applied medicine, 
for instance the investigation of socio-economic factors in relation ^ 
community health and disease or the assessment of the value of a 
particular drug in tiie treatment of a specific disease, requires the 
application of statistical methods for the planning of such investiga* 
lions and the evaluation of their results. In these circumstances om 
proposals will also deal with the question of the provision of an 
adequate statistical service in connection with the health organisation. 
As will be shown later, we consider that such a statistical service 
should form an integral part of the administrative organisation we 
are recommending for vital statistics. 

4. The size and composition of the population, including its age 
and sex structure, have an important bearing on health as well as 
general administration. Population studies should therefore consti- 
tute an important function of the administrative organisation we 
recommend. Jn addition the census, as a periodical stocktaking of 
the community in respect of certain types of information closely 
related to ])0])n!ation and vital statistics, should also be made a func- 
fion of tliat organisation. 

5. For the sake of convenience we summarise below the different 
matters which will be discussed in this chapter: — 

(1) Certain proposals for the improvement of vital statistics in 
the areas under our scheme of healtli .services. 

(2) Certain proposals for the areas which will remain outside our 
scheme during the earlier stages of the programme. 

(3) Certain other proposals for improving vital statistics. 

(4) The administrative organisations for vital statistics in local 
areas, at the headquarters of the Province and at the Centre. 

6. Before proceeding to deal with these subjects we may describe 
briefly ihe existing system of collection and compilation of vital 
Statistics, although we have dealt with these matters in the previous 
Tolmne wliieh gives a review of health administration in all its 
branches. 

Tile Present Position 

7. (a) Registration and compilation . — Generally speaking, in all 
municipalities the vital statistics organisation is a part of the muni- 
cipal public health department. Similarly, Union Boards or 
^anchaijats , which are smaller units of local self-government have 
ftlso been entrusted, in certain provinces, with the task of recording 
^d compiling vital statistics for their own areas. In rural areas the 
Agency for registration is not the same in all provinces. In Madras 
K*esidency the registrar is the village headman. In most other 
provinces he is the police officer in charge of the thana (police 
station). The average area of a thana varies, in the different pro- 
^nces, from about 127 square miles to 420 square miles and ita 
average population from about 78,000 to 181,000. The man respon- 
rible for reporting these statistics from individual villages is the 
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chowkidar (village watchman), who is perhaps the low’est grade of 
public servant and is generally illiterate. He reports these events to* 
the police station in whose jurisdiction his village is situated at inters 
vals W'hich vary from one to tw’o weeks in different provinces. The- 
recorded vital statistics are passed on through a series of oflGlcers to the 
Director of lublic Health. Compilation of the data is carried out at 
the different stages of transmission. Madras forms an exception ta 
this general statement and the results there have been satisfactory-. 
Here the number of intermediary stages has been reduced. Tho 
village headman sends his report to the Tahsildar of the taluk in. 
which the village is situated and the latter sends it directly to the* 
Director of Public Health. Compilation of the data for the whole 
province has been centralised in the office of the latter officer. 

(b) Errors . — The errors fall under three heads, (i) incompleteness 
in the recording of events, (ii) inaccuracy of the registered cause ot 
death, and (iii) faulty compilation. 

8. Of these three types of errors, omissions in registration can be 
rectified more easily than inaccuracy in respect of the cause of death. 
As W’ill be shown later, the latter can be remedied only by the provi- 
sion of an adequate health service for the community. The question 
of compilation is bound up with the type of organisation that will h% 
provided at different levels of administration and this subject will be^ 
discussed after we have dealt with the administrative machinery. 

OUR RECOMMENDATIONS 

Proposals for the Areas under Our Scheme 

9. While the replacement of the village rhowkidtir by a more 
competent agent may not be easy of accomplishment in the near 
future, we believe that the proposals we have made for the expansion 
of health services over the country as a whole wdll materially assist in 
the rectification of the defects pointed out above. 

(a) The village committee . — For each village we have suggested 
the establishment of a village committee, one member of which will 
concern himself with vital statistics. His local knowledge should 
enable him to bring on record events which might have escaped the 
notice of the chowkidar while, if he is interested in his duties he can 
also help in securing better registration by persistent efforts to 
awaken, in the villagers, a sense of personal responsibility in regard 
to this matter. 

(b) The primary unit organisation . — We have recommended the 
provision of tw’o public health inspectors, four midwives and four 
public health nurses for each primary unit and it should be a part of 
their function to collect, in the course of their routine duties, infor- 
mation regarding the occurrence of births, deaths and cases of in- 
fectious disease and to pass it on to the registrar. House to house 
surveys in individual villages and the checking of the figures regis- 
tered for such villages against their own findings are even now being 
done by the subordinate public health sbaff in certain provinces in 
order to improve vital statistics. The public health nurse and the 
midwife will come continually in contact with women in the homes 
they visit and the collection of such informntioTi should, therefore> 
present no difficulty for them. Further, it will be one of their func- 
tions to contact as many expectant moihers as possible and to follow' 
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]bbem through childbirth into the postnatal period. We anticipate 
that the contribution that all these officials will thus make to the 
improvement of vital statistics on the side of reducing omissions will, 
in a short time, be considerable. 

(c) The creation of four registration offices in each primary unit . — 
The placing of the registering authority as close to the people as 
possible is desirable in order to improve vital statistics. The si/.e of 
the thana as the unit of registration area is much too large and the 
weekly or fortnightly visit of the chowhidar to the registrar is too 
infrequent to prove satisfactory from the point of view of health 
administration. With our health organisation to assist, it should 
easily be possible to establish four registration offices in each primary 
unit. One of these should be in the health centre at the headquarters 
of the primary unit. For the purpose of administration the unit will 
be divided into four circles and a public health nurse, a midwife and 
a trained dai will be located at the headquarters of each circle for work 
within its area. It is for consideration whether the public health 
nurse and midwife should not be made Eegistrars of Births and^ 
Deaths in these circles. The registration office should function at 
stated hours on two days of the week to enable individual chowkidars^ 
to attend this office at regular intervals. By locating the nurse and- 
midwife at the same place it should be possible to ensure that one 
of them is there to keep the office open on the required dates and 
during the slated hours. We believe that the provision of four 
registration offices in each primary unit should make it possible for 
the chowkidar to present the information collected by him at the. 
registration centre at least twice a week. In Bengal, for instance, 
the average area for a thana is 127 square miles w’hile that of a 
primary unit is about 51 square miles. With four registration offices 
in the latter area it should not be difficult for a chowkidar to pay two 
visits a week or even more. From the point of reporting outbreaks 
of infectious diseases the gain in time secured is of the utmost 
importance 


We have suggested tlie employment of the above mentioned mem- 
bers of the Health Department as registrars with the idea of ensuring 
a speedy improvement in the registration of vital statistics in the areas 
covered by our scheme, because we feel that such improvement is 
fundamental to the success of the health programme. Later in this 
chapter we have recommended, for the areas outside our scheme, 
where the health organisation wnll be much smaller in strength, the 
appointment of registrars with an elementary type of training. Each 
should have a reasonable number of villages in his charge so that he 
should be able to visit every village once a fortnight. Our recom- 
mendation for the area in which the health programme is being 
developed is of a temporary nature. The ultimate aim should be to 
establish a registration office, with its own registrar, for each large 
village or group of small villages and thus to make it convenient for 
the people to report directly at this office cases of births, deaths and 
notifiable diseases. This matter will be further discussed in the sec- 
h’on dealing with the administrative organisation for vital statistics. 

(d) Improvement in the accuracy of the recorded causes of 
death . — For improving the accuracy of the registered cause of death 
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medical certification is necessary. In our yiew, certification of 
cause of death should be a bye-product, if we may so put it, of tfie 
normal functioning of an adequate medical service for tiie communi- 
ty, because a reasonably correct diagnosis of the immediate cause of 
death can be given only by a physician who has attended the 
patient during his last illness, while the recording of the remoter 
causes of his death will require, in addition, information regarding his 
medical history. No short-cut can, therefore, be devised for promoting 
the rapid growth of a reliable body of information regarding the true 
causes of mortality in the community. The completion of the long- 
term programme, with its relatively large provision for treatment 
facilities, should secure the achievement of this purpose. In the 
meantime it is believed that the health organisation proposed under 
the short-term programme will help, to some extent, in improving the 
correctness of registration of the cause of death. The two medical 
officers attached to each primary unit wdll be able to certify, as the 
result of personal visits during the last illness of patients, a certain 
number of deaths, but these are not likely to form an appreciable 
proportion of the total. At the same time, by utilising the services 
of the two public health inspectors and the four nurses attached to 
the primary unit, it should be possible to obtain a reasonable amount 
of detailed information regarding individual deaths and thus to 
attempt te reach a more satisfactory diagnosis of the cause in each 
case than is possible at present on the report of the chowkidar. We 
suggest that this procedure should be adopted in respect of as many 
deaths as possible so that at least some improvement in this import- 
ant aspect of vital statistics registration may be effected. 

Proposals for the Areas outside Our Scheme 

10. The vital statistics of the areas which will remain outside our 
scheme during the early stages of development of the health organisa- 
tion also require attention. Any improvement that can be made 
in these areas, although it be of no high standard, will help to raise 
the value of the recorded vital statistics for the country as a whole. 

11. The question of employing non -medical personnel, with some 
elementary type of training, as registrars in the areas to which our 
health programme has not been extended merits consideration. Such 
training need not be elaborate. The man must be literate in his own 
vernacular and should be able to maintain the records entrusted to 
him. His training should include instruction regarding the signs and 
symptoms of such common infectious diseases as cholera, smallpox, 
plague and a few others. His range of jurisdiction should be such 
as he could cover in a period of about six days. He should stay 
in the village in which his registration office is situated three days 
in the week and the different chowkidars in his area should be 
allotted specific days for reporting events for registration. Three 
other days in the w^eek should be devoted by him to the inspection 
of a certain number of villages included in his area. The purpose 
is that, by personal enquiries, he should exercise a check on the 
work of the ehnwkidar in collecting vital statistics. Such super- 
vision will undoubtedly help to improve the work of the latter. It » 
desirable that the number of villages included in the jurisdiction of 
the Registrar should be suck as to enable him lo visit all of them as 
least once a fortnight. 
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12. It will be seen that we are not envisaging ^e creation of a 
highly trained type of health worker. We have no^ even stressed 
the need for the middle school examination or any such standard of 
general education. .What is required is that he should be literate in 
his own vernacular and should have had sufficient training to carry ou|j 
^e duties entrusted to him in a reasonably satisfactory maimer. The 
results he may be expected to achieve will be rather in the direction 
of preventing omissions than of improving the accuracy of registration 
of the cause of death. The latter can be secured only through a 
inedical agency. Such a worker should be relatively inexpensive to 
produce and employ; considerations which are important in view of 
the vast rural regions to be covered by the service. Many of the 
smaller towns are similar to the rural areas and a registrar of this type 
will perhaps suffice for such towns also. Adequate provision for the 
supervision of such stafi is of great importance. We shall discuss 
this question in the section dealing with the administrative organisa- 
tion. 

13. We have described in very general terms our recommendations 
for the areas outside our scheme and have not gone into such ques- 
tions as the strength of staff likely to be required and the prob.ible 
cost of the organisation. We have ventured to make these sugges- 
tions because we feel the urgent need for attempting to secure, 
without delay, some measure of improvement in these areas, although 
such improvement may be limited to the reduction of omissions in 
registration. A certain amount of supervision over the work of the 
chowkidar seems to be essential if any degree of progress is to be 
registered. 

Certain other Proposals 

14. House lists in villages and sample surveys . — A house list 
is prepared for every village during the census and we recommend 
that it should be preserved and kept up-to-date during the intercen- 
sal period. As a permanent record it can be of great value to the 
different departments of Government. The list should contain infor- 
mation regarding the name, date of birth and sex of the head of the 
family and of every normal resident of the house. The occupation 
should also be noted, wherever it can be correctly ascertained. 3 
should be made obligatory on the householder to give the information 
required for the filling of the house list, should he be asked by the 
appropriate authority to do so. 

In a sub-continent like India the use of the sampling method is 
eminently suitable for the collection of demographic information of 
various types. Complete enumeration is the method which has been 
In use for successive censuses. It is cumbersome and the ensuring 
of accuracy in a gigantic operation of that type is not easy. On the 
other hana, sample surveys, devised with due safeguards, should 
serve the purpose almost equally well and with less expense and 
trouble. The provision of an accurate house list for each village will 
prove invaluable for such surveys which will have to include not only 
the selection, on a random basis, of a certain number of specifio 
pillages from the total number inhabited by the population sampled 
hut also the selection, on the same basis, of a number of houses In 
each village. It is for the latter that the house list is of special 
yalue. 
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We may illustrate by examples the types of information that can 
be secured by the proposed sample surveys. The recorded birth and 
death rates for specific areas and for the country as a whole are 
known to be inaccurate but no information is available as to the 
range of error that exists. Similarly, very little information exists 
regarding the fertility rates of women in different sections of the 
population in India. From the experience of other countries it seems 
quite likely that variation exists in this country also. Birth, death 
and fertility rates form the basis of all population studies and the 
need for their ascertainment does not, therefore, require emphasis. 
Sample surveys can provide information of a reasonable degree of 
accuracy as well as of great value in respect of all the three. 

We consider the preparation of a house list for each village includ- 
ed in our scheme and its maintenance to be of great importance. 
Without it a periodical assessment of the progress achieved in the 
different branches of health aetivity will be difficult. The sampling 
method can with advantage be used in the different types of health 
surveys that are undertaken and a house list will be essential for such 
surveys. 

It is most unlikely that the house lists prepared for the 1941 
census have been preserved. A special organisation will therefore be 
necessary to prepare these lists in the areas under our scheme. We 
recommend, for this purpose, the employment of an adequate tem- 
porary staff for the five primary units with which the scheme will 
•tart in each district. As a rough guide we suggest that one clerk 
may be employed to prepare the house list for a primary unit and to 
mark the houses in that area within a period of one year. One super- 
visor will be required to check the work of all the clerks in the five 
units. The total cost within the first 10 years for the eleven Gover- 
nors* Provinces, will be about Es. 60 lakhs but we consider that the 
expenditure will be fully justified. 

The list for each village may be kept for safe custody in the 
hands of the Patwari or the village headman as the case may be. 
In provinces such as Bengal, w'here, owing to Permanent Ee venue 
Settlement, no village Eevenue Department organisation exists, 
special arrangements will have to be made by the Governments con' 
cemed. 

The task of maintaining the list up-to-date can, it is believed, be 
undertaken by the primary unit health staff during their visits to 
individual villages. After a time their efforts in this direction can b© 
supplemented by those of the permanent vital statistics organisation 
which we are recommending later in this chapter. 

We suggest that two or three pages of this house list should be 
set apart for each house and that the information collected by 
•ample surveys from time to time should be entered in it. The pro- 
gramme of reconstruction, that ihe Governments in India will st:u*t 
in the post-war period, will bring into the life of the rural community 
the joint efforts of the various nation-building departments which are 
eoneemed with the promotion of social welfare. We have no douM 
that such departments will also have information of value to record 
In the house list from time to time. Thus the latter should, in due 
eourse, develop into a valuable document in which will be recorded 
&ta covering a variety of aspects of community life in the villa?®- 
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15. The provision of adequate incentive for the people to register 
•births and deaths. — to improve the administrative machiners^ 
4Uid thus produce an increase in vigilance on the part of the govern- 
piental staff to secure better registration cannot eventually prodsxce 
the same results as an awakening of the sense of responsibility of the 
people to themselves and to the State for recording .the vital events 
that take place in their homes. While the efforts of the health staff 
through educative work will, no doubt, contribute to this awakening, 
an effective method of stimulating interest will be by creating condi- 
tions requiring, in an increasing degree, the production of proof of age, 
•immunity, parentage etc. If courts, schools and other institutions 
could be induced to insist on the production of birth and death certi- 
ficates, the public will begin to feel the necessity for registering births 
and deaths in their own interest. 

16. Notifiable diseases. — There are considerable variations in the 

number of communicable diseases which are notifiable in the different 
provinces. For instance, in the Central Provinces their number is 
about 22, in the Punjab 20 and in the North-West Frontier Province 

about 7. There do not exist, even in the larger cities, adequate 

facilities for ensuring that some of these diseases, for example 
tuberculosis, will be notified in suiSicient numbers to ensure that a 
substantial proportion of the actual occurrences will be brought on 
record. Existing provision for diagnosis by a medical man and for 
laboratory aid towards such diagnosis is so meagre in most parts of 
the country that legal provision requiring the notification of such 
diseases as cerebro-spinal fever, typhus, typhoid and relapsing 
fever aj)pears to us to serve little or no useful purpose. These di: eases 
are notifiable in both rural and urban areas in a certain number of 
provinces. The making of diseases such as sprue and scarlet fever 

(the latter is quite rare in this country) generally notifiable over a 

province has, in our view, no justification at all. 


We would advise the provincial health authorities to consider 
•aeriously the question of revising these lists. Taking into considera- 
!Kon existing facilities, there should be three lists, one for the 
rural areas and towns under 30,000 population, a second for munici- 
palities from 30,000 to 50,000 inhabitants and the third for all towns 
and cities above this population. For the first the list should be quite 
ihort. Our idea is that there is justification for including in it only 
luch diseases as cholera, smallpox, plague, measles, malaria and a 
few others with which tlie people are familiar. The other two lists 
should include diseases requiring greater medical skill and laboratory 
facilities for diagnosis, the list for towms above 50,000 containing a 
larger number than the list for towns with a smaller population. 


17. Compulsory registration of vital statistics. — In a Memo- 
^udum on Indian Vital Statistics, which was discussed by the Centra] 
Advisory Board of Health in 1939, it is stated, “There is littie doubl 
lhat the more general introduction of compulsory registration would 
; ? considerable effect in this direction (improvement of vital 
tiatistics). Moreover, even in those areas in which registration 
® compulsory, little or no notice is taken of breaches of the law 
a few judiciously selected prosecutions would have a salutary 
^^cational effect." As far as we are* aware, the position remains 
Practically unchanged. We consider that, in the areas in whidi 
scheme will be introduced, the registration of vital statistics 
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should be made compulsory along with the introduction of the^ 
icheme, wherever such provision does not already exist. In other 
areas too compulsion should be introduced gradually. We further 
consider that the enforcement of the law through the prosecution ot 
offenders is essential if definite improvement is to be secured. 

ADMINISTRATIVE ORGANISATION 

18. Before formulating our proposals in this connection, there are 
certain preliminary matters requiring consideration. 

(1) Records of births and deaths have a wide range of usefulnese 
end most departments of Government, at one time or other, make 
use of them. For instance, developmental programmes in such fields 
as education, agriculture, industry and food must take into consi- 
deration the population and its age and sex composition both at 
present and for many years to come. Estimates providing the re- 
quired information can be based only on reasonably correct vita&. 
statistics. While therefore governmental activity in its varied 
forms is interested in vital statistics, it is perhaps the Health 
Department tliat is m")st iiitirnatoly connected ^vith it. It is with 
the child or the grown-up individual that the other dt partments are 
concerned, while births and deaths as events are of supreme im- 
portance to the health orennisatio?i. The modern conception of a 
health service includes tlie provision of adecpiate prott^ction to every 
individual from the prenatal stage through childbirth, childhood, adult 
life and old age to death. Under an ideal health organisation every 
childbirth will receive such skilled assistance as may be required from 
|he appropriate type of health worker and no death will take place, 
except as an accident, without a reasonable measure of medical aid 
being administered to tlie individual. 

In these circum.star.ccs, it se.*ms to ns that the <dose a-sociaticn’ 
of the Health Department with the vital statistics organisation is of 
fundamental importance. Completenes's of registration and an 
accurate recording of the cause of death will be secured only through 
the co-operation of that department. Even so, we consider it un- 
desirable and unwise to combine the vital statistics organisation and 
the Health Department either during the short-term programme 0 ^“ 
health development or in the more distant future. During the 
former period the village chowliuJaT will have to contin\ie as the 
reporting agent. He isr a servant of the Revenue Department and is 
responsible for discharging a variety of functions besides reporting 
vital statistics. This in itself makes it impracticable to transfer the 
administration of vital statistics to the Health Department. Oiu 
recommendation for the creation of four registration offices in 
primary unit and for making certain health officials Registrars or 
Births and Deaths has been made solely for the pni*pose of ensurin:: 
an improvement in the vital statistics of the areas concemed simul- 
taneously with development of the proposed health organisation and? 
as will be shown later, this arrangement will be of a purely temporary 
nature. 

We realise that the functions of the new Vital Statistics Dcpar?' 
ment we are proposing include such matters as the census and varioii^ 
types of demographic studies. These, however useful they 
prove to be to the Health Department by throwing light on various 

2ai 



VITAL STATISTICS 


aspects of its own problems, fall clearly outside its legitimate funo- 
tions. Therefore, the Vital Statistics Department should in our viev^ 
function as a separate department with its own provincial administra*^ 
tive officer and subordinate officers in the districts. This is the typa. 
of organisation we ehall recommend presently. We must, at the same 
lixne, stress the need for the closest possible co-operation between 
the two. 

(2) We emphasised the importance of providing statistical assist- 
ance to the Health Department in its day-to-day administration aa* 
well as in the undertaking of various types of health studies. A 
point for consideration is whether this organisation should form an 
integral part of the Health Department or whether it would ba 
advantageous to associate it, at least at the provincial level, with 
the Vital Statistics Department. For reasons which will be set oul 
clearly later, we consider that the latter is the more desirable 
procedure. 

(3) There is an astonishing variation in the quality and quantity 
of the vital statistics recorded in different parts of the country. 
Abundant evidence exists indicating that thej^e variations ar© largely- 
due to differing degrees of incorr)pleteness in registration. We there- 
fore feel that measures for securing a reasonable degree of uniformity 
among the provinces in respect of registration and compilation of* 
vital statistics are essential. 

The responsibility for ensuring such uniformity should rest in our 
view on the Central Government. In dealing with the functions of 
the Central Ministry of Health we emphasised the importance of its 
assisting, through grants-in-aid and technical advice, the develop- 
ment of schemes in the Provinces for the i)roinotion of health jn ^1 
directions. We feel tliat improvement of vital statistics is one of' 
the spheres in which such help from the Centre fo Provinces U. 
urgently needed. 

Mr. Yeatts, ilie Census Cotninissioner, pointed ont to us that the 
problem of variation in standards was not peculiar to India and that 
|he question presented itself, sometime back, in an acute form ir? 
Canada and in the United States of America. In both countries 
was solved by the Centre, entering the field through financial assial- 
ance, prescription of standards and a conytant effort to encourage the. 
constituent Statey to work up to these standards. Our recommenda- 
tion is, tluTofore, basetl on well-established practice which haa. 
proved its usefulness elsewhere. 

Ill the light <»f tlu' ' onsidera tions referred to above we may proceed 
to set out our ivcoininciulations. In doing so W’e shall stari with th®- 
organisation associated with the Central Government and work om 
^ay down to the local areas: — 

The Central Organisation 

19. Mr. Yeatts described briefly to us the two types of organisation, 
that had been evolved at the federal centre in Canada and the United' 
States. In the former the view is held that the statistics of the. 
different depawtments of Government should be brought together 
Jjnd that they should be looked upon as a co-ordinated whole. In 
Canada therefore the statistics relating to the different departmental 
pass through an officer called the Dominion Statistician. It 
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reported that the system has worked well but, under it, the dhreo- 
tional head would require to be a man of considerable experienoqi 
«nd ability in order to determine what items of information should 
be discarded and what insisted upon. In the United States there 
U a Bureau of the Census which, although its primary function, as 
its name implies, is to handle data bearing on population, deals 
also with vital statistics. Individual departments have their own 
statistical organisations. Some years ago it was found essential to 
appoint a Central Statistics Board to bring the various departmental 
organisations together and to impose common principles of standards 
and co-ordination. This Board has, we believe, been merged ti 
the Bureau of the Budget but the principle of observing common 
standards and of co-ordination is still, we understand, being applied. 

For India we consider the Canadian model of a single statis- 
tical officer, under whose review must pass the statistics of a,Il 
departments, is hardly practicable, as the strain on the individual 
would become unbearable. The population of this country is about 
aixty times that of Canada and the volume of statistical material to 
be dealt with here will consequently be so much greater by com- 
parison as to make the Canadian example inapplicable to India. At 
the same time, we are of the opinion that the census, population 
studies and vital statistics should be handled together in view of their 
Intimate relationship. This, we believe, is the position in the United 
States. We prefer, however, to substitute for the United States 
organisation, namely the Bureau of the Census, an officer with the 
title of Eegistrar General of Vital and Population Statistics. 

There is the need, as in the case of the United States, for a 
<Jotnmittee to co-ordinate the functions of the different statistical 
•organisations that will be maintained by the Central Government. 
We understand that such a Committee already exists or that its 
constitution is actively under consideration. We recommend its 
establishment as soon as possible. 

The Registrar General will be responsible, under the administra- 
tive control of the Central Ministry of Health, for carrying out the 
following functions in regard to vital statistics and health studies 
which we have included in Chapter XVII of this volume of the report, 
among the functions of that Ministry: 

“To collect, tabulate and publish the vital statistics of the various 
'Wmponent parts; to undertake a periodical census at such intervals 
M may be laid down by law; to direct the organisation and the carry- 
ing out of statistical studies in any part of the country designed to 
'ihrow light on any aspect of the health problem.'* 

In addition to these functions he should prepare an annual report 
on the population of India incorporating such information as is avail- 
able regarding existing conditions and possible tendencies for the 
future. It is essential that the Registrar General should be able to 
isxpfess his views freely. The published report should therefore re* 
pr^uce the independent professional views of that officer, with such 
comments as the Central Government may deem nepessary to inake 
•on these views. The Registrar General should have the right of direct 
••ooess to the Minister to whom he is attached and of free communi- 
cation with other departments of Government. 
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It follows from an enumeration of his functions that he should be 
attached to the Ministry of Health and not to any other, department 
of the Central Government. He will work independently of the 
Central Health Department but in close co-operation with it. 

20. Qualifications of the Registrar General. — A scientific back- 
ground including, if possible, special training in statistics is most 
desirable. In addition, he should be a man of personality with powers 
of direction and administration and capable of initiating and develop- 
ing methods to improve vital statistics taking into consideration the 
special circumstances of the country. 

21. Provision for statistical advice to the Central Health Departs 
ment. — We suggest that provision for statistical help to the Central 
Health Department in its day to day administration or in the carry- 
ing out of special investigations may be made by creating a ‘medical 
section* in the Registrar General's office. This section, which will 
consist of statisticians and whose budget will be part of that of the 
Central Health Department, will be located in the Registrar General's 
office for the purpose of securing the technical supervision of that 
officer. The functions of the latter, consisting as they do of vital 
statistics, population studies and the census, are all of interest to 
the Health Department. Further, in the investigation of the Depart- 
ment's own problems, the reservoir of statistical material available 
in the Registrar General's office may often prove to be of great value 
and sometimes even essential. In these circumstances we believe 
that the location of the medical statistical unit in the Registrar 
General’s office will be of definite advantage to the Health Depart- 
ment. 

The Organisation at the Provincial Headquarters 

22. The provincial statistical organisation should correspond to tha| 
which we have proposed for the centre and the functions of the pro- 
vincial officer in charge should be similar to those of the Registrar 
General. The designation of the provincial officer may be, it is 
suggested, the Provincial Registrar of Vital and Population Statistics. 
He should be attached to the Provincial Ministry of Health for admi- 
nistrative control and should work independently of, but in close co- 
operation with, the Director of Health Services. He should be res- 
ponsible for the administration of the provincial Vital Statistics De- 
partment and should, like the Registrar General with the Central 
Government, publish an annual report on similar lines. 

The provision of a ‘medical section’ in the office of the Provincial 
Registrar for the same functions as those enumerated in connection 
with the Central Health Department is also necessary. 

The District Organisation 

23. This we may consider under tw’o heads, namely, (1) the organi- 
sation desirable as a long-term measure and (2) that which is neces- 
sary for the immediate future. 

(1) Long-term, — For determining what should be the ultimate 
form of the vital statistics organisation in the districts it is desirable 
fo keep the following considerations in view: — 

(a) Events taking place in a family should be reported by a 
oaember of that family and not at second or third hand, as is noH 
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being done by the chowkidar. First band reporting can alone ensure 
a reasonable measure of accuracy. 

(b) This postulates that the registration oflBce should be placed 
as close to the people as possible. As has already been pointed out 
earlier, every large village or every group of small villages muai have 
its own registration office. 

With four registration offices in each primary unit the possibility 
of introducing first hand reporting should be investigated in the areaa 
under our scheme even during the short-term programme. 

(c) The registrar must be trained for his work and he should, 
besides attending his office at stated hours, inspect the area under 
his jurisdiction in order to ensure that unregistered events, if any, 
are brought on record. He will therefore have to be a full-time 
public servant. 

We have emphasised, earlier in this chapter, the importance of 
making compulso^, by stages, the registration of vital statistics in 
Ihose areas in which such a provision does not exist at present. We 
are confident that the enforcement of the law and the development 
of an attitude of responsibility among the people for the reporting 
of the vital events taking place in their homes, through the measures 

have recommended, will together promote a gradual approach 
towards completeness of registration. Nevertheless we believe that, 
for a long time to come, the outdoor work of the registrar will consti- 
tute a valuable aid towards eliminating omissions in registration and 
that such inspections by him cannot therefore be dispensed with. 

(d) There is no need for a large-scale provision for the supervision 
of these registrars. Under the long-term programme, when our health 
services will have extended over the country as a whole, the reporting 
of births, deaths and cases of notifiable diseases to the registrar should 
prove to be practically complete if, through the issue of executive 
instructions or through legal provision, such reporting can be made 
a function of certain members of the health services such as mid- 
wives, public health nurses and doctors. Even now, in many muni- 
cipalities, rnidwives are , required to report to the health authority 
such births and medical men such cases of infectious disease as 
come within their cognisance during the course of their professional 
duties. Similar provision in respect of the members of the Health 
Department of the future will not therefore constitute a departure from 
existing practice. In these circumstances the main function of the 
superior administrative staff of the Vital Statistics Department in a 
district will be to ensure, by touring and inspection, that the large 
number of registrars distributed over the whole area carry out their 
function of registration properly. In addition there will be the 
normal administrative duties associated with the maintenance or 
such an organisation. 

Taking into consideration the points discussed above we consider 
that, as a long-term measure, the district organisation will consis 
of a District Registrar of Vital and Population Statistics with ^ 
certain number of Assistant Registrars located in suitable places id 
the district. Their number is not likely to exceed six or seven. 

(2) The immediate future . — We must take into account the fact 
that, during this period, the village chowkidar will continue as the 
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ireporting agent and that control over him is vested in the Bevenu* 
Department. We must also take into account our proposals for the 
appointment of registrars with an elementary type of training in the 
areas outside our scheme. Adequate supervision over the latter will 
have to become immediately the responsibility of the district vital 
statistics organisation. 

As regards the area under our scheme the registrars will be, in 
the beginning, members of the health department. But this system 
need not continue beyond tl\^ first ten years. At the end of this 
period the registration ofiices in these areas should also pass imder 
the control of the Vital Statistics Department. The latter should, 
in the meantime, have had some experience of training and super- 
vising the work of registrars in the areas outside our scheme and an 
extension of the same system into the areas in which the health 
staff have been carrying on this function should, in our view, present 
no difi&culty. Even after such transfer there should be the closest 
co-operation between the Vital Statistics and Health Departments. 

In the circumstances discussed above we recommend the appoint- 
ment of a District Registrar and two Assistant Registrars in the 
immediate future. These officers are likely to find their hands full 
during the early years with the organisation of the work of the new 
department in the areas in which our scheme will not be working. 
For this reason as well as for the fact that dual administrative 
control is undesirable, we suggest that the work of the healih 
department registrars should be supervised by their own superior 
officers in that^department. It will he remembered, in this connec- 
tion, that evei| now registrars of vital statistics in municipal areas 
are, generally speaking, attached to the municipal health department 
in the different provinces. This proposal of ours is therefore not with- 
out precedent. The weekly, monthly and other returns and reports 
which these registrars should submit will go, through their immediate 
superior, the Medical Officer in charge of the Primary unit, to the 
District Registrar. 

The District Registrar and his Assistant Registrars should be 
qualified statisticians because they will constitute the staff througH 
whom the Provincial Registrar will have to carry out his investiga- 
tions in vital statistics and population problems as well as organise 
and conduct the periodical census. We realise that, in the early 
stages, it may not be possible to obtain statisticians in sufficienl 
numbers. 

The District Registrar will require the close co-operation of the 
Revenue Department. Indeed, we have in Chapter XVII of this 
volume of the report emphasised the heed for the closest co-operation 
between all departments in a district whose work has a bearing on 
its health progress and have expressed the hope that the Collector 
or the Deputy Commissioner, as the case may be, will be able to 
secure co-ordinated effort on the part of all district officials so that 
advance on a broad front may be ensured. 

The question of statistical assistance to the district health organi- 
sation remains to be considered. It is of the utmost importance to 
Pi'ovide, from the very beginning, for the recording of all relevani 
yata in respect of all branches of health administration. Most of this 
^formation will be collected on uniform schedules prescribed by the 
director of Health Services with the assistance of the **medioal 
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section*' in the Provincial Registrar's oflBce. In addition, there may 
be, in individual* districts, certain types of information collected in 
respect of local problems. All this information should be properly 
compiled and studied from the beginning. The type of work to be 
perfomied is likely to be in the nature of compilation and other forma 
of elementary statistical treatment. For special investigations help 
should always be forthcoming from the statistical organisation at 
the disposal of the Director of Health Services. We therefore feel 
that, at least in the beginning, it will be sufficient if the officer in 
charge of the District Health Services is given a Statistical Clerk 
with some training in elementary statistical methods, with an 
Assistant if the volume of work justifies this. In view of the intimate 
association that this work has with district health administration, we 
consider that the statistical clerk proposed should be attached to the 
District Health Department and not to the District Registrar. 

We consider the proposals set out in the preceding paragraphs as 
the most effective for the purpose of organising the registration, 
compilation and study of vital statistics in the country but recognise 
that, in view of existing arrangements, it may be some time before 
full effect can be given to these recommendations. It is, at the 
same time, essential that, in the areas under our scheme, our pro- 
posals for the improvement of vital statistics should be given effect 
to simultaneously wnth the introduction of the new health organisa- 
tion. 

Compilation of Vital Statistics 

24. It has been the experience iihat the greater the number of 
stages at which compilation takes place the more will be the chancs 
of mistakes. In Madras compilation was centralised, some years 
back, in the office of the Director of Public Health and the results 
have been satisfactory. In 1939 the Central Advisory Board of 
Health recommended that this procedure should be adopted by 
other provinces. The mistakes produced by local compilation in the 
past have been partly due to the fact that the staff employed has 
had no special training in dealing with figures and that supervision 
has either been absent or quite inadequate. In view of the highly 
trained superior staff we are recommending for the Vital Statistics 
Department we suggesrt that the first stage of tabulation may be in 
the office of the District Registrar. From there the figures will pass 
on to the office of the Provincial Registrar. Efficient and speedy 
tabulation requires the use of modern calculating machines and a mul 
tiplicity of compilation centres will increase expenditure on such 
machines. At the district headquarters the provision of such equip- 
ment for statistical work is of great importance because we anticipate 
that the District Registrar will be called upon to undertake investi- 
gations and carry out statistical studies of a relatively high order. 

As has already been pointed out the vital statistics returns from 
the primary units in the areas under our scheme will also go to the 
District Registrar for compilation. 

Provision of Training Facilities for Statisticians 

25. The proposals set out in this chapter require the employment 
of a large number of trained statisticians. In addition the demands 
for such personnel on the part of other departments of Government, 
which are concerned with post-war reconstruction, will also be great-^ 
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In the west, industry is also absorbing statisticians because the> 
employment of modem statistical methods is found to be of value in 
determining uniformity of standards of production. This tendeno} 
will sooner or later develop in India also. We therefore feel that the 
need for organising facilities for statistical training in this country 
is urgent. We put forward the following suggestions for considers- 
tion by the authorities concerned. We must, however, state at onos^ 
that we have not given the subject the consideration that it deserves 
and that our proposals are not based on a review of all the facilities 
that may exist in different parts of the country. Even so we hops 
that our suggestions may prove to be of some value. 

(1) The Indian Statistical Institute in Calcutta possesses facilities 
of a high order. Under the leadership of Professor P. C. Mahalanobis, 
F.E.S., a body of keen and efficient workers in the field of statistics 
has grown up and some of them have already made valuable contri- 
butions to the theory of statistics. The Institute has a valuable 
library and its experience in the sphere of statistical field studies it 
extensive. It has been conducting, for a certain number of years, 
different courses of training and examinations in the subject. Thit 
institution therefore seems to be eminently fitted for development aa 
a centre for statistical training. 

(2) We understand that, under the auspices of the Imperiai 
Council of Agricultural Research, courses of training for different 
types of statistical workers, with a special bias towards agriculture, 
are being organised. It may thus be possible to develop another- 
training centre in Delhi which, we suggest, may be associated with 
Delhi University. 

(H) As regards statistical work in the field of health, we recom- 
mend the creation of a Chair of Statistics in the proposed All-India 
Medical Institute. The Delhi health organisation with its field 
training facilities will make it possible for praotical instruction to be- 
combined with the theoretical training given at the Institute. The 
All-India Institute of Hygiene and Public Health, Calcutta, and the 
Singur Health Centre can also provide similar training facilities tor 
North-eastern India. 

(‘I) As in otlier fields of education, the ultimate responsibility for 
developing instruction in statistics must be with the universitiee. 
We understand that certain universities have recently provided facili-^ 
ties for training in statistics. We consider it desirable that stepa 
should be taken without delay to develop the teaching of statistics 
in the universities, where such facilities do not exist, and that pro^e 
vision should be made for the highest possible type of instruction. 
The services of a few statisticians of standing from abroad, if 
necessary, should be secured on short-term contracts and suitabla 
selected candidates from India should be Sfent for overseas train- 
ing, in order to ensure that the development of these facilities at 
the universities is proceeded with expeditiously. 
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ORGANISATION AND ADMINISTRATION 

1. In Chapter III, we discussed briefly the structure and functions 
of the health organisations we propose for assisting the Ministries of 
Health at the Centre and in the Provinces and for carrying out health 
administration in the districts. We referred also to their inter- 
relationships. These subjects will now be considered in greater detail. 
In doing so, we desire to avoid, as far as possible, traversing the 
ground already covered and shall, therefore, refer to the points raised 
in Chapter 111 in the briefest manner possible. The purpose of 
making such a reference is to secure completeness of presentation of 
the matters under consideration. The points we stressed in Chapter 
HI are restated below: — 

(1) It is of fimda mental importance that the development of the 
future health programme should be entrusted to Ministers of Health, 
Central and Provincial, who wall be responsible to the people and 
pay full regard to public opinion. 

(2) The task of developing the health programme is of such 
magnitude that it is considered essential to have a separate Minister 

’to deal with this subject alone both at the Centre and in the Provinces. 

(3) The Ministry of Health, Central or Provincial, should be the 
ultimate authority responsible for all health services operating within 
its jurisdiction. It should lay down minimum standards of health 
administration for those services which are within the immediate 
control of other departments {e.g., railways, prisons, education, etc.) 
and should endeavour to see them enforced. 

(4) There should be the closest possible co-operation between the 
Ministry' of Health and other departments of Government in order 
to promote the jjooling of all available, facilities, curative and preven- 
tive, in the interests of efficiency and economy. 

(5) The Ministers of Health, Central and Provincial, should have 
the advice and guidance of technical experts in the planning and 
maintenance of the health services. We recommend the creation 
of standing councils of experts, at the three levels of Central, 
Provincial and local area administrations. These councils should 
consist of representatives of the medical, dental, nursing and other 
professions from which the health services will be drawn. 

Our proposals regarding these councils will be set out in greater 
detail later in this chapter. 

(6) The Minister of Health at the Centre or in a Province should 
have a technical adviser who will function under him as the single 
administrative officer for the control of the curative and preventive 
departments of health. We consider this unification of functions in 
one administrative officer as fundamental to the success of the future 
health programme. We have stressed, in more than one place in this 
report, the importance of dovetailing remedial and prevenVive 
measures, wherever possible. The same unification of functions 
the administrative sphere is essential throughout the lower levels of 
administration in ea^^'h district. Our recommendations regarding the 
health organisations for the short and long-term programmes, which 
have been described in the two previous chapters, are based on tS'is 
principle. 
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We suggest that the . technical adviser under the Central Ministry 
Kiiay be designated the Director-Qeneral of Health Services and the 
^corresponding officer in the provinces, the Director of Health Services. 

The choice of suitable incumbents of these posts at the Centre* 
<ind in the Provinces is all important. This subject and other rele- 
vant matters will be discussed in greater detail in that section of 
rtho present chapter which deals with the recruitment, conditions of 
service and administrative control of the health services. 

(7) The relationship between the Centre and the Provinces in 
respect of health administration requires careful consideration. The 
^dstribution of health functions under the Government of India 
A^t, 1935, has transferred medical relief, public health and most of 
tie duties, wliich vitally affect the health of the community, to the 
Ti'ovinces and, in such matters, the Centre has no powers of interven- 
tion. The functions of the Government of India are mainly confined 
to India’s international liealth obligations and to the administration 
of liealtli in the areas for which the Centre is directly responsible under 
the Act. The principle of decentralisation was accepted by the Gov- 
crnnieiit of India about tliirty years ago. In their Resolution, Depart- 
ment of Education (Sanitary Nos. 888 — 908, dated the 23rd May 1914, 
the Government of India announced that it was its policy to keep the 
control of rc'seareh under itself but to decentralise other branches of 
public liealth administration. The principle received legislative 
sanction in the Government of India Act of 1919, and in 1935 the 
position was made ch'aror in the new Government of India Act by 
ihe retention of the 'status quo in respect of the health subjects trans- 
ferred to the Provinc(‘s in 1919 and by the conferment on Provincial 
Governments of a measure of autonomy which was not provided in 
ihe (‘arlier Act. 

While the main functuais (legislative and executive) in regard to 
health administration are entirely within the purview of the Pro- 
vinces, th(M*e. is provision for coucurrent legislation by the Central 
and Provincial Legislatures in respect of certain subjects, such as 
the medical profession, factories, labour welfare including industrial 
ht'alth insurance and prevention of the extension from one unit of 
tile Federation to another of infectious diseases or pests affecting men, 
animals or ]dnnts. The executive authority in respect of all the sub- 
jects in the concurrent field of legislation is vested in Provincial 
Governments. For some of those subjects, however, (which include 
factories, labour welfare and inter-provineial spread of infectious 
(lis(‘as(‘s) any Central Act that may be enacted can vest power in the 
Central Government to issue directions to the Provinces regarding 
the execution of the provisions of that Act. In the event of failure 
on the part, of a Province to carry out such directions, however, the 
procedure for enforcing performance is not quick and effective enough 
to ensure prompt and energetic action in such matters as the inter- 
provincial spread of infectious disease. 

2. It is against this background of the existing relationship 
between the Centre and the Provinces that we mus.t consider ftur 
Wposals for the development of a comprehensive health programme. 
We are proceeding on two basic assumptions. The first is that there- 
be one or more self-governing units in the country and the second 

that the componait parts of individual units will have the largest^ 
‘Measure of autonomy consistent with the interests of the whole of 
^ nich they form parts. 
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8. It will be helpful to discuss briefly the conditions which* in our 
Tiew* are essential for the successful implementation of our schemos. 
Our proposals demand a wide departure from present day methods of 
health administration and professional education. If satisfactory^ 
results are to be achieved* it is our considered opinion that mutuali 
consultation and active co-operation between the Centre anJ the Pro-/ 
vinces should be promoted to the utmost extent possible. It ipj^^ 
eminently desirable that the health programme should develop, aij, 
far as practicable, on fairly uniform lines in the different provinces;'- 
This postulates an agency which will assist co-ordination and, in oiW 
view, the Central Government is the proper authority to fulfil thirf 
role. Our report can provide only the main outlines of the picture off: 
future health administrataion. Many details have to be flllefi in/ 
certain alterations have to be made to adapt our proposals to locall 
conditions and the new scheme has, in its application, to be integrated^ 
as far as possible with existing health services. As regards the train- 
ing of future doctors and other health workers, our recommendations* 
provide for a departure from existing methods. In the circumstances, 
action by the Central Government on the lines indicated below seems 
to be desirable in order to give an impetus to the development of the- 
health programme throughout the country. 

(1) The Central Government should demonstrate in a selected 

area the application of all our proposals in the various 
fields of health activity. Some of us are of the opinion i 
that this demonstration should be carried out in the 
Delhi Province, while others would leave the selection 
of the area to the Government of India. Such a 
demonstration centre is considered essential for develop- 
ing administrative technique suitable to our programme 
of health services and to indicate how the new ideas 
can be incorporated in the training programme for 
medical and other health workers. The results achieved 
in this demonstration centre should be of great value U>' 
the provinces, while the training facilities made avail- 
able here can also serve an all-India pur))ose, at least* 
in respect of certain types of personnel. 

(2) The Centre should help the provinces with grants-in-aid-* 

for the promotion of specific lines of health activity. 

(3) The Central Government should provide, when a province 

so requires, the services of specialists in different 
branches of health administration, in professional educa- 
tion and in research. We shall deal with the subject of 
the provision of aid to the provinces from the Centre in 
greater detail later in this chapter. 

4. In addition, we consider it^ssential that machinery should be 
established for promoting consultation between the Centre and the 
Provinces in the formulation of health policy and in its execution with 
the least possible friction. 

h. Can these objectives be achieved within the framework of the 
existing constitution and the specific division of functions between 
the Centre and the Provinces which that constitution has established? 
We believe that, in a large measure, these objectives can be achieved 
by the development of proper administrative procedure and thereby 
of conventions which will deter any fundamental departure frotr 
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improved practice either on the part of the Centre or of a Province. 
In conning to this conclusion, we are guided mainly by the considera* 
tion that the principle of autonomy of provinces in health matters 
which has been accepted and followed for sometime past, should not 
be set aside unless it can be shown that a reversal of this policy is 
essential for the development of the national health programme. It 
must be remembered that certain provinces have populations and areas 
larger than those of many European countries, and local health pro- 
blems are, therefore, likely to be of such ma^itude that they can 
be dealt with satisfactorily only when Provincial Governments possess 
a large measure of freedom to experiment and learn by the method of 
trial and error. In a subcontinent of the size of India, it seems 
almost certain that progress on sound lines cannot be made through 
an administration based on a highly centralised authority which may 
not secure the active co-operation of the provinces. In our view, 
there will be so much opposition to a resumption of control by the 
Centre that it will become difficult to create and maintain that atmos* 
phere of goodwill, which we consider essential for the success of our 
scheme. 

6. At the same time, we realise that the existing constitution does 
not provide for speedy and effective intervention by the Centre even 
in circumstances in which dereliction of duty by a Provincial Govern- 
ment jeopardises the health not only of those under its charge but 
also of those living in areas outside its jurisdiction. Health activi- 
ties fall broadly into one or other of the following groups, (1) those in 
which action should be purely provincial, (2) those which require co- 
ordination of provincial activities by the Centre, (3) those in which the 
Centre may exercise powers delegated to it by a province and (4) those 
in which the Centre should have power to take direct action in a pro- 
vince or provinces in the interests of the country as a whole. Exam- 
ples of the last group are occasions when the Centre should take action 
to prevent the inter-provincial spread of commimicable diseases or to 
compel a provitice fall in line with the rest of the country in regard 
to international treaties. 


7. We presume, however, that, if our suggestions regarding the 
provision of grants-in-aid and technical assistance to provinces by the 
Centre can be carried out and if suitable machinery can be devised 
for mutual consultation and co-ordination of effort in the development 
of the health programme, occasions for intervention by the Centre, 
even in the limited sphere suggested above, should prove to be excep- 
tional. Towards the development of such co-operation we are suggest- 
ing the creation of a Statutory Central Board of Health, which will 
bo responsible for discussing and forming health policy and for pro- 
moting its implementation with the least possible friction between 
Ibe Centre and the Provinces. Even so, we cannot help feeling that 
i^gal sanction may have to be provided to enable the Centre to inter- 
vene in the affairs of a Province in certain exceptional cases to which 
have referred above. To us the provisions of the Government of 
jndia Act, 1935, are not sacrosanct, and we have no hesitation in say- 
that, while keeping in view the broad principle that provincial 
^ntcnomy should, as far as possible, be respected, no limitation set 
by the present constitution should debar the country from proceeding 
^^ccessfully with the health programme under consideration. 

It is not our intention to review the existing provisions of the 
^vemment of India Act, 1935, which regulate the relationship 
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between the Government of India Pmyincial Governments or to 
suggest suitable .alteratio^s to these ipro^^^ in order to meet the 
requirements we have indicated, i^his task; we must leave to the 
authorities concerned witlji such matters, 

. While we realise that changes in the existing law may be necessary 
to give effect to some of our recommendations, we must reaffirm our 
view that the measures for consultation and co-operation which we 
are suggesting will perhaps provide the safest foundation on which 
li^sting progress can be attained. We are strengthened in this view 
by an examination of the relationship between the Federal and State 
Governments in the United States of America in respect of health 
administration. 

8. This relationship has been described succinctly by Smillie in 
his book, “Public Health Administration in the United States” 
(1943). “The State”, he says, “fa the sovereign power and not the 
Federal Government. Each State is autonomous in all the matters 
relating to public health within its own borders. These powers are 
delegated to the State by the constitution. The Federal Government 
possesses only those functions and powers that are specifically 
designated to it by the several States.” 

The need for the active co-operation of the Federal Government 
with State Governments in the development of a national health policy 
was emphasised by the Committee on Economic Security which made 
its report to President Eoosevelt in 1935. The Committee stated: — 

“Tt has long been recognised that the Federal, State and local 
Governments all have responsibilities for the protection 
of all the population against disease. The Federal Gov- 
ernment has recognised its responsibility in this respect 
in the public health activities of several of its depart- 
ments. There also are well established precedents for 
Federal aid for State health administration and for local 
public health facilities, and for the loan of technical 
personnel to States and localities. What we recom- 
mend involves no departure from previous practices but, 
an extension of policies that have long been followed 
and are of proven worth. Wkat is contemplated is a 
Nation-wide public health programme, financially and 
technically aided by the Federal Government, but 
supported and administered by the State and local 
health departments.” 

The Committee recommended i^hat funds should be made available 
for:-- 

(1) an increase of public health activity by the Federal Govern- 

ment itself and 

(2) provision of grants-in-aid to States for: — 

(a) the development of State health department activities and 

(b) the development of local health services in communities 

that are unable to finance adequate health protection 
programmes. . 

These recommendations were embodied by the Congress the 
Social Security Act of August 14, 1986. The Act has titles 
are shown below: — 

I. Grants to States for old-age assistance. 
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C. Federal old-age benefits. 

ni. Grants to .States for employment compensation adminis- 
tration. 

IV. Grants to States for aid to dependent children. 

V. Grants to States for maternal and child welfare. 

VI. Public health work. 

Vn. Social Security Board. 

Vni. Taxes with respect to employment. 

IX. Tax on employers of eight or more persons. 

X. Grants to States for aid to the blind. 

XI. General Provisions. 

Under the Act, public health work was assigned to the U. S. 
Public Health Service. 

The allotment to each State was determined on the basis of (1) 
population, (2) special health problems and (3) financial need and 
was contingent upon the establishment by it of a properly organised 
State health department on a fulltime basis. The help rendered is 
partly through the grant of subsidies and partly through the assign- 
ment of trained personnel from the Federal Public Health Service to 
work in individual States for limited periods of time. 

Decentralisation of health functions appears to be at least as 
complete in the U. S. A. as it is in British India. Nevertheless, 
a large measure of co-operation seems to have been established in 
the field of health administration in that country. 

9. We may now proceed to discuss the Health Organisation we 
propose for India, which will consist of the following: — 

(1) a Ministry of Health at the Centre; 

(2) Ministries of Health in the Provinces and 

(3) local area health administrations. 

For reasons, which we have already discussed in our proposals for 
the long-term programme and to which we have again referred briefly 
earlier in the present chapter, we recommend the establishment of 
two advisory bodies, the Health Board and the Health Council, at 
each of the three levels of administration indicated above. We shall 
now consider the functions of each type of health authority and of 
its associated advisory bodies. 

The Central Ministry of Health ^ 

10. As we have already pointed out earlier in this chapter, the 
Minister will have at his command the services of a highly qualified 
technical ofiBicen — the Director General of Health Services. The func- 
tions of the Central Ministry will, among others, include the 
following: — 

(i) To study and plan schemes of health services, preventive 
and curative, for the whole of India; to revise or modify 
such schemes from time to. time and to assist and co- 
ordinate activities for the extension and improvement 
of health efervices in the provinces. 
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(ii) To assist in the provision of proper facilities for the educa- 

tion of medio^ and auxiliary personnel throughout 
India. 

(iii) To provide, for medical research and the training of 

research personnel for central purposes and to assist and 
encourage medical research and &e training of research 
personnel in the provinces. 

(iv) To co-ordinate the activities of all workers in the field of 

public health and of all existing medical institutions and 
organisations conducted by every type of agency, both 
official and non-official, statutory and private; to 
augment such provisions where necessary so as to make 
them available to all, rich and poor alike. 

(v) To meet the obligations assumed by the Central Government 

under the provisions of international treaties. 

(vi) To collect, tabulate and publish the vital statistics of the 

various component parts; to undertake a periodical 
census at such intervals as may be laid down by law; to 
direct the organisation and the carrying out of statistical 
studies in any part of the country designed to throw 
light on any aspect of the health problem. 

(vii) To carry out all such health measures as are required for 

(1) the control of interprovincial spread of communicable 
diseases, (2) the sanitary control of interprovincial traffic 
and (3) control of food and drugs in interprovincial 
commerce. , 

(viii) To establish and enforce standards of control for the 
manufacture and sale of drugs and biological products 
used in the treatment of diseases. 

(ix) To assist the provinces, and through them local health 

administrations, in their health programmes; the assist^ 
ance given by the Centre to the Provinces may be either 
technical or financial or both, as circumstances may 
require, and may be subject to such terms and conditions 
as the centre may lay down. 

(x) To take such legislative or executive action as may be pro- 

vided by the Constitution as being action in respect of 
which all-India measures are necessary to safeguard the 
health of the country. 

In the exercise of these functions it would have no power to impose 
its views on the provinces except in the cases referred to in (v), (vi), 
(vii), (viii) and (x). 

The Statutory Central Board of Health 

11. We recommend the creation of a Statutory Central Board of 
Health which will consist of the Minister of Health at the Centre and 
the Ministers of Health in the Provinces. The Central Minister will 
be the Chairman of the Board. The Director-General of Health 
Services and the Provincial Directors should normally be in attend- 
ance at the meetings of the Board, but they should have no power to 
vote when decisions are taken. 

12, The Board ia intended to provide a forum for' the discussion 

of policy and for feicilitating its execution with the foil©®* 

poss^^ measure of co-operation between the Centre and the Provinces. 
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Id. We have already expressed our view that the programme of 
fiiealth development, which we have advocated, cannot be carried out 
•effeetiv^y in the provincea unless the Central Oovemment is willing 
(to provide financial aid to Provincial Governments. One of the 
important functions of the Board should be that of making recom- 
mendations to the Central Government regarding the distribution of 
4 prants-in-aid. While the Board will no doubt develop its own pro- 
«C6dure for making such recommendations and for reviewing periodi- 
«cally the work accomplished in different areas through the utilisation 
Kji these grants# we believe that the following suggestions may prove 
*to be of value for regulating procedure: — 

(i) Individual provinces should develop their own resources as 
much as possible. The Centre should not be considered 
as the main source of help for all developmental pro- 
grammes. Eesponsibility for the health of their inhabi- 
tants is primarily on Provincial Governments. While it 
is true that the taxable capacity and natural resources 
of these Governments do vary and that the poorer pro- 
vinces should therefore have a greater claim on Central 
help, we believe that the Government of India and 
other Provincial Governments have the right to maintain 
that these poorer provinces should demonstrate that they 
have done their best to exploit to the full their financial 
resources. 

*(u) Where a matter of all-India importance is involved, <such 
as the production of quinine, and where certain provinces 
are in the privileged position of being the sole producers, 
the public interest requires that pi^uction and distri- 
bution should not be on the basis of an unreasonable 
profit for the Provincial Governments concerned. 
Special conditions of climate and soil are of importance 
in the cultivation of cinchona and pyrethrum and possi- 
bly of other plants yielding various substances of 
medicinal value. As such conditions will probably 
restrict the areas suitable for cultivation to the territories 
under the jurisdiction of certain Governments, it is only 
through the development of an a^eed policy thak 
increased production and equitable distribution of such 
drugs can be promoted. The Board constitutes the 
machinery through which the formulation of a policy 
based on common agreement can be attempted, while 
Central grants to stimulate the production and distribu- 
tion of these drugs can help to neutralise the profitmak- 
ing tendency, which may be expected to emerge if 
development were left as the sole responsibility of the 
Provincial Governments concerned. 

(Ul) The grants should be, as far as practicable, for specific 
purposes so that it would be possible to estimate from 
time to time whether those purposes were being fulfilled. 
The grants should be accompanied by suitable conditions 
regulating, among other things, the employment by 
Provincial Governments, on the schemes concerned, of 
persons with approved technical qualifications, visits by 
the technical and administrative officers of the Central 
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Govetti&ent in connection with such scliemeB and sub- 
mission by Provincial Governments of such periodical 
reports’ and returns as may be prescribed. Subject to 
these conditions, it is desii^able that the grants should 
be made as block grants for a specific peri^ of years in. 
order to provide assurance to Provincihl Governments 
in regard to continuity of financial assistance during, 
that period. 

14. We have suggested that the Board should review, from time to* 
time, the work accomplished in the Provinces through the utilisation 
of these grants. Such reviews will naturally form part of the pro- 
cedure enabling the Board to make recommendations regarding the 
continuance or termination of specific schemes. 

15. We have referred to certain special circumstances which may 
necessitate active intervention by the Centre in provincial administra- 
tion in order to protect the health of the country as a whole. It is 
recognised that» on such occasions, the decisions must lie with the 
Central Government. Nevertheless we recommend that, except on* 
occasions requiring action which brooks no delay, the Central Govern- 
ment should intervene in the provincial administration only after 
consulting the Board. Whenever emergent action is taken, the 
matter should be reported to the Board without delay. 

Oentral Health Gouncil of Experts 

16. The creation of standing councils of experts at the three levels 
of Central, Provincial and local area administrations has already been 
suggested. In chapter III we quoted from the White Paper recently 
issued by the Ministry of Health in England embodying proposals for 
a national health service, in order to show that this Ministry consider- 
ed it essential to provide special devices for enabling the Minister 
and local authorities to secure the advice and guidance of technical 
experts. The White Paper has therefore made provision for the 
establishment of Health Services Councils at the Centre and in local 
areas. 

17. The function of the Central Council proposed in the White 
i'^aper will be to express the expert view on any technical aspect of 
the organisation and functioning of the health service. “It will be* 
entitled to advise, not only on matters referred to it by the Minister, 
but on any matters within its province on which it feels it right to* 
express its expert opinion.” In addition to regular and general 
consultations, it is proposed that the Minister should refer to the 
Central Council in draft form any general regulations which he pro- 
poses to make in the new service on subjects within its expert field. 
This Council will consist of about 80 to 40 members representing 
medical organisations (specialist and general) voluntary and muni- 
cipal hospitals, medical teaching and professions such as dentistry, 
pharmacy, nursing and midwifery. 

• 18. We recommend that a technical committee of the kind' 

envisaged in England should also be established in India in order 
to give expert advice to the Central Government on all matters- 
relating to the organisation and control of the future health services 
This body, which may be designated the Central Health Councu, 
should be purely advisory and. its purpose will be to give advice to» 
the Minister on technical matters. 
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19. It is suggested that the Central Health Council should, in thei 
furst instance, be appointed by the Minister* should elect its own 
Chairman and define its methods of procedure and, as has been 
suggested in the White Paper in England, the Minister should 
provide it with the necessary funds and staS for the discharge of 
its functions. It should be a self-perpetuating body, a certain 
number of its members retiring each year. Beplacement should be 
made from distinguished members of the professions to which the 
retiring individuals belong, through election by the existing membere 
of the council. It is recognised that this procedure may be objected 
to on the ground that the inclusion of persons representing the views 
of the respective professions may be prevented by those who are 
already on the Council. On the other hand, the normal democratie 
procedure of voting on a wide franchise may not, in this case,, 
prove to be a satisfactory method of ensuring the selection of indi- 
viduals of adequate technical competence and of the highest standing 
in each profession. If the Council nominated by the Minister on 
the first occasion consists of suitable persons, there is reason to 
believe that the procedure of self -perpetuation, outlined above, 
might afford a better chance of the selection of successors to those 
who go out at intervals, being based on the dual requirements of 
ability and standing in the profession. 

The Provincial Ministry ol Health 

20. The Provincial Minister will, as in the case of the Minister 
at the Centre, have the services of an expert technical officer who, 
we have suggested, should be called the Director of Health Ser- 
vices. The functions of the Provincial Ministry will include, among 
others, the following: — 

(i) Study of provincial health problems and the planning of 

sfiiemes for their solution; provision for the early 
diagnosis of disease and for adequate curative and 
preventive treatment for it either through insurance or 
non-insurance schemes, such schemes being imple- 
mented directly from provincial funds or through 
assistance to local authorities and voluntary organisa- 
tions; provision of machinery for the co-ordination of,, 
and technical supervision over, health measurea 
throughout the province. 

(ii) Enactment of regulations dealing with sanitation, disease 

control and public health which have the force of law 
throughout the province. 

(iii) Establishment and enforcement of minimum standarda 

of performance of work of health departments, parti- 
cularly in communities receiving state aid for public 
health. 

(iv) Maintenance of a central laboratory, and where necessary 

branch laboratories, for the standard functions of 
diagnostic, sanitary and chemical examinations; pr^ 
duction or procurement of therapeutic and prophylaotio 
preparations, and their free distribution for public* 
health purposes; establishment of standards for the* 
conduct of diagnostic laboratories throughout the pro- 
vince and laboratory research into the causes and* 
means of control of preventable diseases. 

297 




damsE xvu 


(▼) Collection, tabulation, and publioatioii of vital statiatioa 
for each imp<n:tant political or health administrative 
unit of the province and for the province as a whole. 

(vi) Collection and distribution of information concerning pre- 

ventable diseases throughout the province. 

(vii) Maintenance of the safety and quality of water supplies 

and controlling the character of the disposal of human 
waste for all communities of the province. 

(viii) Establishment and*^ enforcement of minimum standards 
for food supplies. 

(ix) Provision for services to aid industry in the study and 

control of health hazards due to occupation. 

(x) Prescription of qualifications for different types of public 

health personnel. 

"The Provincial Health Board 

21. The functions of the Provincial Health Board will be similar 
-to those of the Central Health Board, namely, the formulation of 
^health policy for the province as a whole and the making of recom- 
mendatipns in respect of the grants to be sanctioned by the 
Provincial Government for health schemes in local areas. Until the 
ihealth organisation proposed by us covers the whole area of indivi- 
«dual provinces there will be, in each district, certain areas served 
»by the new health services while the remaining parts, which will 
.g^dually diminish, will be served by the existing health organisa- 
tions. For the areas under our scheme we are proposing, as will 
tbe seen later in this chapter, a special local health authority which 
'^'Should be designated the District Health Board and should take over 
the health functions of all existing local bodies in such areas. In 
'the circumstances, during the short-term, representation on the Pro- 
vincial Health Board will have to be found for the Provincial Gov- 
ernment, for District Health Boards and for local bodies, rural and 
municipal, operating in the areas outside our scheme. When the 
tlong-term programme is completed, the jurisdiction of the District 
Health Boards will cover the whole province, and local bodies 
' constituted under the self-Govemment Acts, will have ceased to 
function as health authorities. Bepresentation for local bodies on 
the Provincial Health Board will, therefore, become unnecessary. 

The Provincial Health Oonncil 

22. The composition and functions of this council will be similar 
"to those of the Central Health Council. 

One of us (Mr. P. N. Sapru) holds somewhat different views re- 
'.{[arding the constitutional aspects of the proposals set out above and 
^oertain other matters. His Minute is attached to this chapter. 

HEALTH SEBVI0E8 OEHTBAL AND PBOVINOIAL 

23. We may now proceed to examine the functions of the health 
•services that will be associated with the Ministries of Health at 

the Centre and in the Provinces. Their main functions are 
^diagrammatic form in Appendices A and B to Chapter III of t i® 
volume of the report. In addition to the administrative officers 
-each case there are provided six Deputies at the Centre and five ® 
•ihe Provinces, each being in charge of a special group of siibjeots. 

*the Centre we have included town and village planning as 
^he functions of the Ministry of Health while, in the Provinces, w 
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athe maio deTalopiaeata in this connection vill have to taka place, wo 
diOTc BUggeated tho ernation of a Bcparate Miniatij for dealing with 
the subject (vide Chapter XII). The various functions allotted to 
4 he DeputieB have been distributed among 14 Assistant Directors 
^General or Assistant Directors as the ease may be at the Centre and 
in the Provinces. The distribution of these Assistants in relation to 
^lubjeets is the same in both cases and is shown below: 

No. of Assistant Dirao^ 
tors or Direotors 
Qoneral 


Qeneral Administration 1 

Medical Belief • . . • 2 

Public Health S 

Professional Education and Research .... 2 

Public Health Engineering ..... 3 


24. We realise that certain provinces with larger territories and 
'populations will require a larger directing staff at their headquarters 
than others. In the circumstances the above figures are offered as 
tentative suggestions, which individual provinces will no doubt 
modify to suit their own requirements. It is recognised that officers 
with adequate experience and training may not be available at once 
in sufficient numbers to fill these posts in all the provinces. There 
will, no doubt, be some delay in setting up these organisations in 
their completed form. Such delay should be minimised as far' as 
possible because it is on the efficiency and proper functioning of these 
officers, who will be responsible for organising the health scheme 
which we have recommended, that the success of the programme 
will largely depend. 

25. We have already referred to the importance of securing for 
the poets of the Director General of Health Services at the Centre 
and of the Directors of Health Services in the Provinces, persons 
‘best fitted to fill these very responsible positions. The qualifications 
that are necessary are professional and administrative ability of a high 
order as well as a community outlook which will enable them to view 
the problems of health not only in relation to their technical implica- 
tions but also in relation to their bearing on community life. From 
the professional point of view they should combine experience of the 
rem^ial and preventive branches of medical practice. This require- 
ment should easily be met after our health programme has been in 
operation for fifteen or twenty years, because our proposals require 
that the same doctor should perform both these functions. The 
iiwo departments have, however, been working separately in India 
in the past and it may not, therefore, be easy to secure in the 
immediate future suitable officers with administrative experience in 
both branches of health work. We consider that special emphasis 
should be laid on the possession of community outlook in the selec- 
tion of incumbents for these posts. As a general rule, it is work 
in the preventive field that brings a medical man more in touch 
with the social aspects of medicine. Moreover, he is compell^, 
from his day to day experience, to look on disease as a community 
phenomenon, while his colleague on the curative side may often 
develop a more restricted point of view, because his field of experi- 
"^nce may be limited to the care of individual patients. We, there- 
fore, feel that there is some justification for laying emphasis on 
‘^^erience in preventive* health work as an important qualification 
for selection. At the same time we are not oblivious to the fact 
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trlMt .tbe social outlook, which we have stressed, is not purely the$ 
result of service in any particular sphere of professional activity. The- 
development of the community outlook is largely influenced by sucbu 
factors as a high level of general culture, a background of moral and» 
ethical ideas and a close association with social service activities. 
In these circumstances, we can do no more than suggest that edl 
the considerations set out above should be taken into account when« 
making appointments to these posts. The same consideration should? 
guide the selection of officers for administrative posts in the district. 

Becruitment and Control of the Central and Provincial Health 

Services 

26^ We have given considerable attention to the questions relat* 
ing to the recruitment and control of the future Central and Provin- 
cial health services. We recommend that the following principles 
should guide the authorities concerned with the recruitment and 
control of these services in India: — 

(1) there should be separate and independent Central and Pro- 
vincial health services appointed and controlled by the Central and 
Provincial Governments respectively. In our view acceptance of the* 
principle of provincial autonomy militates against the creation of a 
service the ultimate control over certain members of which may lie 
outside the jurisdiction of the Provincial Government. Hence it is 
that we recommend that the Central and Provincial Health Services 
should be independent and separate; 

(2) the venue of recruitment of all these services, Central and 
Provincial, should be India; 

(3) the posts under both the Central and Provincial Governments 
can be divided broadly into two groups, namely, (a) those which 
belong to the general health services and the large majority of the 
posts in teaching and research institutions in respect of which 
recruitment will be restricted to persons living in India and (b) a 
small number of posts in connection with teaching and research 
institutions, recruitment for which may perhaps be necessary from 
outside the country. 

Becruitment to these two groups of posts should be regulated as 
under — 

(i) As regards the first of these, recruitment should be through 
the Public Service Commission of the Central or Pr(> 
vincial Government as the case may be. There should 
be an examination which will include a written test and 
a viva voce. 

We recognise that, for various reasons. Governments in Indi^ 
will probably continue to recruit their health and other services, a 
least partly, on the basis of communal representation. We 
dealt with this subject in connection with the admission of studen 
to training institutions and have recommended that a certain per 
chantage of the seats should be reserved for admission solely 
merit. As regards recruitment to the health services we attach 
greatest importance to certain posts, such as those in teaching a 
research institutions, being filled only on merit. The 
concerned with the production of health personnel 
with the advancement of knowledge for thd promotion of 
the conquest of disease. In bur view consideratfcns of em 
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tdemanjd that merit, should be.^the sole criterion for-appcwtments to ' 
ithese posts. We also consider that recruitment to a certain propor- 
tion of posts even in the general health services should be based on 
merit, and we recommend that the proportion so recruited should 
.be 88J per cent. In filling up the remaining 66J per cent, of 
the posts consideration may be given to the need for communal 

representation. Every community should have its share of this 

6^ per cent in accordance .with the proportions laid down by 
the governments concerned. We suggest that, of the candidates 
available from individual communities, the best should be chosen. 
After admission into the health services promotion to higher posts 
•should be regulated solely by merit. Communal considerations 

rshould not have any place here. If they do, efficiency is bound to 

rsuffer and the morale of the health services will be lowered. 

(ii) For teaching and research posts in which recruitment in 

the world market may have to be resorted to, we re- 
commend that the decision should be preceded by a 

search through the country to secure suitable persons 

of the required calibre. Experts obtained from abroad 
should be entertained strictly on short term contracts, 
extending from three to five years in the first instance. 

In such cases, every effort should be made to train a suitable 
Indian within the ]icriod of the contract. 

As regards teaching and research posts under Governments for 
which candidates will be recruited from the world market, their 
respective Public Service Commissions should be entrusted with the 
task. It may be found necessary to provide these Commissions 
with the assist :uu‘o of ad hoc Committees in the countries from 
which recruitment is contemplated. 

(4) We have recommended the creation of independent health 
services by the Central and Provincial Governments. The successful 
development of our liealth programme postulates the closest possible 
co-operation between the Centre and the Provinces not only* through 
the Central Board of Health but also through the contacts that the 
administrative and technical officers of these governments will 
establish with one other. It is, therefore, advisable that the ofificers 
of the two types of health services should have adequate opportuni- 
ties of learning one another’s health problems. We recommend 
that a programme of exchange of officers between the Centre and 
the Provinces may be planned after mutual consultation. The period 
of deputation may be about three to five years. Each Government 
should send to the other a panel of names from which would be 
selected the required number of officers for mutual exchange. The 
desirability of exchange at two or three levels in the Central and 
Provincial Services is stressed. Such exchanges will ensure that 
officers of varying service and range of experience will be benefited 
the proposed scheme. 

(5) We assume that the larger financial resources of the Central 
Government will enable it to maintain a cadre of health officers with 
higher technical qualifications than most Provincial Governments 
*oan afford. Any scheme of exchange is not likely to prove workable if 
'the level of efficiency of the officers from individual provinces is far 
below that of the officers of the Central Health Service. We there- 
fore suggest that at least a proportion of the posts in the Provincial 
'Gaoifee should be maintained at a level in respect of salary and 
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status eonresponding to thoee of the Central SerTice. Thta propor- 
tion maj be filled partly by promotion and partly by dirept# 
recruitment. 

We conaUer it essential that, as the vast majority of the membera 
of the ProTineial Serrice will have to enter it through posts on tha 
lowest scale of pay and as merit should be the criterion for promo- 
tion, the highest posts in the service should be open to all. By 
periodical assessments of quality, either through departmental 
examinations or other tests, it should be possible to select at suoces* 
sive stages of service, .capable and keen workers who should be giveik 
all opportunities to improve their technical efficiency and to rise in 
service through efficient work. This being our view our proposal for 
a percentage of direct recruitment to the superior grade has not 
been made with the idea of limiting opportunities of advancement 
for the junior workers in the service. There are bound to be, in aa 
organisation of the type we envisage, certain posts for which persona 
with qualifications definitely above the usual standard or of a special 
character may have to be recruited. We have in mind certain 
technical posts in general health administration, which require spe- 
cial .qualifications, and some of the higher teaching and research: 
posts. Persons recruited to such posts are not often likely to be of 
the age at which people generally enter the health services. Their 
higher age and wider experience would naturally merit a better 
starting pay than that provided for those who enter the service im 
the usual way. 

(6) The Central and Provincial health services should be main- 
tained as purely civil organisations. The question of provision of 
medical services for the Defence Forces is not being dealt with by 
us as we consider that this subject does not fall within our terras, 
of reference. 

(7) All members of the health services, Central and Provincial, 
should have opportunities of gaining experience of both urban and 

rural health work. 

(8) We recommend that there should be no reservation of posts, 
either under the Central or under Provincial Governments, for the» 
Civil branch of the Indian Medical Service through rules made by 
the Secretary of State for India under Section 246 of the Government, 
of India Act, 1935, or under the provisions of any other enactment 
for certain special categories of that Service. 

It is understood that one of the reasons for such reservation is 
the desire to provide medical aid by British personnel to the British 
members of the civil services in this country and to their families. 
Presumably such a demand could not have been made on the basis^ 
of racial prejudice. If the claim is based on the idea that the 
British doctors in India are professionally superior to their Indto 
colleagues we cannot accept this suggestion. In fact, we maintain 
that^ in all the larger urban centres, many Indian members of the 
independent medical profession and of the State medical service 
provide professional ability of the highest type. Even in rural areas 
it should be possible to arrange for efficient service for British 0®^ 
oers and their families from medical men, British or Indian, from the 
nearest urban centre. Under the circumstances, the continuance of 
a reservation of posts oti this groimd seems unjustifiable. 

There are other reasons also for discontinuing such reservations 
without delay. Beservation of posts in the Provinces for the 
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members of the Central Serrice is agaiiiet the j^inciple ot proTUieiaL 
autonomy in as much as it compels ProTincial QoYemments to* 
accept officers whose ultimate ccmtrol is rested in the Centre and not. 
in the Prorinces. We have envisaged a Provincial Ministry o£. 
Health responsible to the people of the Province and practically 
independent of the Centre in the shaping of internal health policy. 

In our view, therefore, the granting of power to the Centre to thrush 
its officers on a Provincial Government cannot be justified. We? 
believe that the continuance of this practice will jeopardise the- 
success of our scheme by creating unnecessary friction between the- 
Centre and the Provinces. It should, therefore, be discontinued as* 
early as possible. 

We also feel that the principle that merit should be the criterion^ 
of selection, makes it undesirable that the practice of reserving posts, 
either at the Centre or in the Provinces, for the members of a parti-- 
cular service should continue. We envisage the pooling of all avail- 
able talent in the furtherence of our scheme and its utilisation to- 
the best advantage and this, we feel, cannot be ensured unless the 
practice of reservation of posts ceases to operate. 

27. Two of our colleagues (Drs. Yishwanath and But^ do nofe 
agree with our views regarding a Central Ministry of Health and* 
Central Health Services and also the method of recruitment to Pro- 
vincial Health Services. We give below their views in their own 
words: — 

‘‘The highest level of functioning of the health administration* 
must reside where the highest level of autonomy obtains. In 
India the Central Government is not constituted on a basis of 
democratic responsibility. At present the Provinces alone possess 
that level of responsibility which can provide popular sanction for* 
the contemplated schemes of reconstruction and for an administra- 
tion sensitive to scientific as well as democratic requirements. We- 
are therefore opposed to the creation of a Central Ministry of Health 
and its administrative apparatus of Central Services. Eor the dis- 
posal of matters of interprovincial and international interest we^ 
propose the creation of a Central Board of Health, composed of the 
Ministers of Health of different Provinces and comparable authorities < 
from the administrative units which are now under the Government 
of India. 

*'We also envisage that the Board will take an important part in 
the promotion of research. In addition to the Secretariat of the 
Central Board we consider it essential to organise units, imder the 
aegis of the Board, which will function in the field of research in 
subjects of interprovincial and international interest and reciprocity. 

“The proposed organisation is represented diagrammatically 
below: — 


CENTRAL BOARD OF HEALTH 
(Composed of Provincial Ministers) 


Research units dealing with the inter- 
provinoial and international 
wpeots of the following : — 


SecretariatTwith the funotion'^of ‘ 
implementing the decisions of 
Board, particular^ in the field 
of survey and planning. 
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(a) medic^ relief and publio heaJLth ; 

(b) the engineering and industrial aspects of (a) above ; 

^(o) sooial aspeots of (a) ; . 

(d) bi^logioal products, including standardisation ; 

(e) bioatatistioal studies and 

(f) such other functions as the Board may decide to undertake. 

“We deprecate the idea of direct recruitment to a superior class in 
any health service and sti’ess the need for every one entering at the 
bottom and working his way up through merit. Further, in order 
to provide Bufheient incentive to do good work, even the highest post 
should be open to the man on the lowest rungs of the ladder. By 
two tests at the end of the first five and ten years of service respec- 
tively, it should be possible to select those who will be promising 
material. These men will constitute the field of selection for the 
higher posts in the spheres of administration, teaching and research. 

“In the disposal of the highest administrative posts in the pro- 
vinces we consider it advisable for the appointing authorities to act in 
consultation with the Central Board of Health. At this level it 
may be advantageous to Provinces, on both administrative and poli- 
tical grounds, to be free to exchange between themselves this cate- 
gory of personnel. This exchange must, however, be in all cases 
voluntary and the provision should in no way operate to the detri- 
ment of provincial autonomy.'* 

We are in full agreement with the emphasis laid by our colleagues 
on the principle that merit should be the sole criterion for promotion 
and that those “on the lowest rungs of the ladder" should be able, 
through merit, to climb to the highest posts in the different branches 
of the health service. If our proposals are carefully examined it 
will be seen that they make definite provision for the application of 
this principle. As regards direct recruitment to a “superior class" 
«n a provincial health service, we have given full reasons for our 
recommendation that a proportion of posts in such a class should be 
filled by this method. Further, we have made it clear that a pro- 
portion of these superior posts should be filled by promotion which 
will be regulated by merit. 

29. We further consider their proposal that there should be no 
Central Ministry of Health and no Central Health Service unsound 
and impracticable. The main reason advanced by them for this 
proposal is that the Central Government is not, at present, responsi- 
ble to the people. We have also recognised this and have, therefore, 
stressed the jiaramount importance of establishing the Ministries of 
Health both in the Provinces and at the Centre on the basis of res- 
ponsibility to the people, so that the shaping of health policy and 
its implementation will throughout be influenced by public opinion. 
We, therefore, feel that there is no fundamental difference between 
our views and those of our colleagues on this particular matter. 

30. We consider their proposal impracticable for more reasons than 
one. A Board consisting of the Provincial Ministers of Health and 
its Secretariat cannot function as the administrative machinery 
responsible for the internal and international health functions wnic 
the Central Government will have to perform. We envisa^, so 
as the country’s internal administration is concern^, certain 
tional circumstances requiring the Centre to intervene m 
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administration of indiyidual Proyinoes in the interests of tl^ country 
as a whole. Action in such cases may often have to be taken expe* 
ditiousiy and a committee which will have to be assembled from all 
parts of the country is not calculated to meet this requirement. 
Further, it is doubtful whether elective action will be taken by a 
collective body like the Central Board, especially if the offending 
party or parties happen to be the more important among the Provin- 
cial Oovernments. As regards India’s international health obliga- 
tions the Governments of other countries can deal more satisfactorily 
with a Central Government, which will reflect India’s views as a 
whole than with a Board of Provincial Ministers. 

31. Our scheme envisages a Centre acting with imagination and 
sympathy in its dealings with Provincial Governments in full con- 

iltation with them and promoting health development in their terri- 
tories through grants-in-aid from Central funds and the loan of 
trained personnel to Provinces, whenever such help is needed. The 
proposal of our colleaghes would, it seems to us, remove the possibility 
of such help to the Provinces. 

LOCAL ABEA HEALTH ADMINISTEATION 

Local Authorities^ and Their Present Health Functions 

32. When, in the eighties of the last century, municipal and 
rural health authorities were established in British India it was 
decided that various local administrative functions, such as those 
relating to rural education, dispensaries, sanitation, water supply^ 
drainage and veterinary service should be transferred to the newly 
constituted authorities. Till the end of the second decade of the 
present century, these local bodies were under varying degrees of 
control and guidance by the district officials of Provincial Govern- 
ments. The Montague-Chelmsford Beport (1918) on Indian Consti- 
tutional Reforms emphasised the need for a relaxation of such control 
and they recommended that “There should be, as far as possible, 
complete popular control in local bodies and the largest possible inde- 
pendence for them of outside control.” In accordance with this 
recommendation, the direct supervision exercised by district officials 
was withdrawn to a large extent and local bodies were constituted 
as organisations composed of elected members with a large measure 
of independence. The results of this transfer of power were not 
satisfactory because lack of experience and continual pressure from 
the electorate and from the members of the local bodies themselves 
made it impossible for the elected Chairmanr in whom administra- 
tive powers were concentrated, to carry out efficiently the functions 
entrusted to them. These results might have been in part 
due to the fact that health consciousness had not been developed 
to any great extent. Another contributory factor may have been the 
fact that the supervision exercised by Provincial Ministers of Local 
Self-government over these local bodies was far from satisfactory. 
In their review of local self-government the Indian Statutory Com 
mission (1980) stated; — 

'‘The result of the legislative and administrative action taken 
in accordance with the scheme of the Reforms was, in 
effect, to deprive the new ministers of local self-govern- 
ment of powers which were essential if they were tn 
perform their tasks successfuMy. We have heard the- 
criticism that the only effective powers possessed by 
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provincial governments, namely those of suspension 
* and dissolution, have left the ministers powerless in 
the face of misconduct calling for less drastic treat- 
ment, «^nd we think that the criticism is well founded.*' 

33. The Government of India Act, 1935, which came into opera- 
tion in 1937, made the Provincial Government directly responsible to 
the Provincial Legislature. Under such conditions in more than one 
province it was seen that the Ministers were anxious to ensure a 
raising of the standard of administration of local bodies. In the 
United Provinces and in Sind special Committees were set up by the 
Provincial Governments concerned to report on the administration of 
local authorities.* We do not know what action was taken in these 
provinces on the recommendations of their respective Committees. 

34. Anotlier iiistance may also be given. In Madras the Provin- 
cial Government has introduced many administrative and legal 
measures in order to improve local-body administration. Details 
regarding the action taken by tlie Government x)f Madras are given in 
Appendix 26. Such action has been based partly on the provisions of 
the Local Self-government Acts governing the local authorities for 
municipal and non-municipal areas and partly on a consolidated 
Public Health Act which was passed by the Provincial Legislature 
early in 1939, when a popularly elected government was in power. 
Briefly stated, the result was that the relationship of the Provincial 
Director of Public Health and of Health Officers to local authorities 
was changed. Previously, these officers were only advisers to 
local bodies and statutorily they had no executive functions. Rural 
and -urban Health Officers could not, .even during an emergency like 
an outbreak of cholera, employ additional staff or incur expenditure 
in other directions without the sanction of the Chairman of the local 
body concerned. All the executive powers were vested in the 
Chairman, and Health Officers .could exercise only such powers as 
were delegated to them by the Chairman. The Public Health Act 
has transferred all the executive functions under the various sections 
relating to health in the Local Self-government Acts and other Acts 
to the Health Officer. He has been given control over the entire 
health staff and, during an emergency, he has the power to incur 
expenditure and to employ additional staff. If his action in these 
matters is challenged by the local authority, a reference must be 
made to the Director of Public Health whose decision is final. The 
latter has also extensive powers under the Public Health Act and 
these include the power to require ^ocal bodies to carry out c*ertain 
essential measures and power to concentrate Government and local 
body public health staff in specific areas to meet the demands of 
special occasions such as festivals and outbreaks of epidemics. 
measures taken in Madras Presidency to improve the administration 
<vf local oodles include the provincialisation of the services of health 
officers, engineers and executive officers employed by these authori- 
ties, so as to attract and keep suitable men for these services and 
thus improve local administration. 

OUR PROPOSALS 

35 Tn chapters III & IV we have set out our recommendations 
for the district health services for the long and short-term 
grammes. Under the latter the new health services will cove r o^t^ 

^Report of the Local Solf-govomment Committee, TJnIted Provinces (10 tO). 

Report of the Local Self-Government Committee, Sind (1943). 
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;a part of individual districta^ the existing services continuing to 
function in the remaining areas. In view of the general low level of 
efficiency of local body health administration the first essential is, 
we consider, an effective improvement of such administration 
throughout the district. 

'The Area Under Our Scheme 

36, The following diagram shows the short-term district health 
organisation proposed by us: — 
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37. Our scheme envisages a comprehensive health service and 
the results achieved by it will depend on the fulfilment of the follow- 
ing conditions: — 

(a) recruitment of the staff and their conditions of service should 
be on similar lines throughout the province so as to facilitate the 
enforcetnent of fairly uniform standards of performance over the 
whole area and 

(b) there should be continuous and effective supervision by the 
bigher technical staff over the work of the health personnel em- 
{>I()yed oven in remote villages. 

38. We consider that these conditions can be secured only through 
I health service maintained by a single health authority for the 
‘'hole area under the scheme and not through a number of separate 
‘Services maintained by different local bodies, municipal and rural, 
''bieh are now functioning in that area. This raises the question 

depriving self-governing units of the health functions which they 
have enjoyed for sometime past. The question for decision is 
''"hether the provision of adequate health services for the people or 
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the retention of the existing form of local self-government in thei 
area concerned should he our first consideration. We have no hesi-- 
tation in coming to the conclusion that the provision of health pro*- 
tection to the people should take precedence over the continuance: 
of any specific form of local self-government. We are not, at the 
same time, oblivious of the fact that the success achieved by any 
health organisation will depend largely on the degree of support andi 
co-operation that can be secured from the people for whom the health, 
measures are intended. Provision for enabling local public opinions 
to influence health policy therefore seems to us essential. If this- 
principle can be incorporated in the proposals we put forward for 
local health administration, we feel that the purpose in view wilh 
have been served and that any change from existing forms of local 
self-government, which may become necessary in order to improve thes 
quality and extent of health service that can be made available to 
the people, is of secondary importance. 

The l>i8trict Health Board 

39. We have already suggested that, so far as health is con- 
cerned, in the place of the existing multiplicity of local health autho- 
rities with their separate staffs, there should be a single health 
authority over the whole area operating through a unified executive 
staff. Such an authority would, we believe, be able to establish a 
more efiScient service by avoiding the duplication of staff and institu- 
tions inevitable under existing conditions and through the larger 
financial resources that would become available to it in view of the 
wider limits of its jurisdiction. We recommend that this health 
authority may be designated the District Health Board as its juris- 
diction will, in due course, extend over the district as a whole except 
for certain large municipalities to which reference will be made pre- 
sently. To this Board should be transferred all the health functions 
now exercised by the different local bodies included in the area under 
our scheme. The local bodies will then be left with such functions 
as education, public works and communications. 

40. The composition of the District- Health Board may now bo 
considered. Its main function, as in the case of the Central and 
Provincial Health Boards, is to associate public opinion with the 
formulation of health policy and with its implementation. Repre- 
sentation of the people on the Board can be secured (1) by d rect 
election, (2) by election, from their own ranks, by the local bodies- 
in the area covered by our scheme and (3) by a combination of both- 
these methods. We are ourselves in favour of the last of these three 
courses. We also recommend that the District Collector or the 
Deputy Commissioner as the case may be, should be a member of the 
Board. His administrative experience and contacts with other 
departments of Government, the activities of which have a bearing 
on health, will be of value to the Board. We go even further. We 
.look to him as the official administrative head of the d’strict tO' 
secure for the health services, which we contemplate, the active 
support of the officers of the various departments in the district 
whose co-operation is essential if advance on a broad front is to be 
ensured. 

41. The functions of the District Health Board will include the 
'discussion and formulation of health policy and the distribution o 
funds for the different branches of health administration within t ® 
area under its charge. We recommend that each local authori y 
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xshouid be required, by a statutory provision, to contribute a &xed 
^proportion of its revenues to the District Health Board. We commend 
for the earnest consideration of Provincial^ Governments the ratios 
tthat have been laid down by the Madras Legislature in Section 127 
K>f the Madras Public Health Act, 1939. It provides that every 
municipality ** shall earmark not less than 30 per cent, of its income 
irorn ail sources other than Government grants, for expenditure on 
:the advancement of public health in its local area, including expendi> 
ture on medical relief, and every district board or panchayat shall 
•similarly earmark not less than 12J per cent, of its income from such 
rsources.*' These proportions of their revenues should be made over 
to the District Health Board by the rural and municipal local 
•authorities in the area. Obviously the actual amount of the contri- 
•bution in each case will depend on the proportion of the population 
•under the local body concerned which is brought within our scheme. 
•Such contributions and the grants that may be sanctioned by the 
Provincial Government will together constitute the funds which will 
ibe administered by the Board. 

42. While the Board will be Subject to such rules as may be 
framed by the Provincial Government for the conduct of its business, 
it is recommended that there should be a large measure of autonomy 
in order to ensure that local opinion in the district may increasingly 
influence health policy and secure public support for it. Neverthelesa, 
the exercise of this autonomy should not be allowed to result in a 
material departure from the general health policy laid down by the 
Provincial Ministry of Health or in any serious neglect of the Board’s 
functions to the detriment of local health administration. To meet 
such contingencies, we may make two suggestions, (1) that the 
Provincial Minister should have the power of ensuring compliance, 
hy the Board, with the general health policy laid down by him, and 
^(2) that certain legal provisions that exist in the Province of Madras 
enabling the chief administrative officer of the Public Health Depart- 
ment to recommend specific action by local health authorities in 
particular directions for the improvement of the public health and 
to enforce the carrying out of such recommendations, subject to 
the concurrence of the Provincial Government, should be made 
applicable to all the areas under our scheme. Reference is, in this 
connection, invited to Appendix 26. 

43. The acceptance of this dual principle of encouraging the growth 
of local responsibility in health administration and of ensuring, at 
the same time, the maintenance of a reasonable level of efficiency 
appears to us to be essential to the success of the comprehensive 
programme of health development that we have advocated. 

Extension of our District Health Board proposal to other functions 
of local authorities 

44. The main functions which local bodies now perform are those 
relating to (1) health, (2) education and (3) public works and com- 
uiunications. We have already suggested that tho health functions 
of the local bodies, in the area under our scheme, should be trans- 
ferred to a District Health Board which will be, to a large extent, 
popularly elected. While it is not within our province to make recom- 
mendations in regard to such subjects as education and 
communications, we look forward eventually to the establish- 
ment of similar boards for the district as a whole, dealing with each. 
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of these subjects. In order to secure coordination of their activities* 
there might well be est^Iished a Coordinating Committee on wbick 
these organisations will be represented. 

Larger Municipalities 

45. While we recommend that, eventually, the jurisdiction of! 
the District Health Board should normally extend over the district as 
a whole, we believe that certain large municipal corporations, which 
are governed by their own Acts (as apart from the Munc.pai Acts 
which are applicable to municipalities in general in the provinces) 
may be expected to develop and maintain their own health services 
on the general lines suggested by us {vide appendix 27), and that 
they need not, therefore, be brought into the district health organisa- 
tion. Examples of such coi’iDorations are Calcutta, Bombay, Madras 
and Karachi. They have sufficiently large populations and sources 
of taxation to justify their being left to develop separate health 
organisations. We believe that municipalities having a populafon 
of at least 200,000 may also be brought into this category provided 
they are in a position to maintain an independent health service of 
the required technical efficiency. Population is not, however, the 
only criterion. The financial resources of the municipality, including 
such grants as it normally receives from Government, should be 
sufficient for the maintenance of the required health services. A 
decision as to whether a municipality falls into this category can be 
made only by the Provincial Government concerned iii the light of 
their knowledge of local conditions. 

46. In making this recommendation, wc have been influenced by 
the consideration that we should limit the deprivation of the health 
functions exercised by municipalities only to such as are in our opinion 
unlikely to be able to maintain the standard of service we have 
recommended. 

47. The large municipal corporations which are governed by their 
own acts, will be responsible for the maintenance of the local health 
services which should not fall below the level of those recommended 
by us in our three-million plan. This leaves for consideration other 
large municipalities with a population of 200,000 and over. The 
organisations recommended in our scheme for the headquarters of 
a secondary unit and of the district may sometimes have to be 
located in such municipalities. In such cases, these organisations 
will serve the needs not only of the local municipal population but 
also of the inhabitants of a wider area. In the circumstances we 
suggest that the Provincial Government should meet the cost of the 
creation and maintenance of these institutions and recover a suitable 
contribution from the funds of the municipality concerned. Should, 
however, a municipality of this class desire to provide itself with its 
own health services and should it be prepared to find the necessary 
funds, it should, of course, be allowed to do so. It is essential, how- 
ever, that the Provincial Government should ensure the due fulfillment 
of the health functions entrusted to all municipalities. 

The Area Outside Our Scheme 

48. While recognising the need for raising the existing level of 
-efficiency of health adminisiiation we do not propose that the loca 
bodies in such areas should be deprived of their health functions. 
We, however, consider it essential that in these areas action on t ^ 
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lines taken in the Province of Madras to improve the health adminis* 
tration of local bodies should be adopted in other provinces (vide 
Appendix 26). 

Becruitment and Control of the Diatiict Health Service 

49. A question of fundamental importance in regard to the recruit- 
ment and control of the district health service is whether these 
should rest with the Provincial Government or with the Disirict 
Health Board which we have suggested. We have considered this 
question very carefully and have come to the conclusion that the 
balance of advantage is heavily in favour of ihe provincialisation of 
this service. Our reasons for coming to this conclusion may be 
bneliy stated: — 

(1) Local area health administrations, which possess restricted 
resources, may often find it difficult to reeniif persons of the required 
calibre because they cannot afford to offer attractive salaries, though 
it may frequently happen that the poorer areas may be most in need 
of efficient officers. Provincialisation of the district health service 
will render it possible to ensure that health personnel of the required 
quality are made available to areas where their services are most 
needed. 

(2) Service in certain areas may be so unpopular for climatic and 
other reasons that only a provincialised service can ensure the provi- 
sion of adequately qualified staff for such areas. 

(3) In a provincialised service, the health staff will have more 
opportunities for widening their experience through contact with 
varying conditions in many areas than service under a single district 
health authority could afford. 

(4) Under a provincialised service, a member of the health staff, 
wlio cannot work harmoniously with a particular District Health 
Board, can be given a chance of proving his capacity to render satis- 
factory service by a transfer to another district. 

(5) On special occasions, such as festivals or outbreaks of disease, 
the Director of Health Services will, with a provincialised service at 
his disposal, be in a position to concentrate staff from other parts of 
the province at places where their services are most urgently needed. 

(6) The securing of a fairly uniform standard of performance 
throughout the province would become easier with a prov.nc alised 
health service than with independent health stuffs under different 
District Health Boards with their varying standards of recruitment 
and conditions of service. 

(7) lu the i)roviiu*cs, which have had provincialised services of 
officers lor a number of years, the results achieved have been 

s:disfactory from the point of view of the Government as well as of 
fhc local authority. . 

50! In our view, provincialisation need not necessarily mean that 
Ihc expenditure on the whole organisation should be borne by the 
hrovincial Government. Wo understand that, in the province of 
Madras, 25 per cent, of the average pay of Municipal Health Officers 
is recovered by that Government from the municipalit es concerned, 
filthongh the posts have been provincialised. 

51. An important question for examination is, whether the whole 

the district health staff should be provincialised or only a part of 
From the point of view of efficiency, we recommend that all the 
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members of the health organisation should be provincialised. If 
only a certain number of the more responsible posts are provincialised 
and the others are left under the Board, the resulting dual contarol 
must, we believe, lead to inefficient administration. We, therefore, 
recommend that the whole district health service should be provin- 
cialised in the areas under our scheme. 

52. We shall next refer to the position of the Officer in charge of 
the District Health Service in relation to the District Health Board. 
Under our proposals he will be a provincial officer whose services are 
lent to the Board. He should be responsible for carrying out the 
health policy laid down by the Board and we recommend that he 
should be its Secretary. In this capacity, it will be possible for him 
to assist its decisions on health matters by his .technical advice. 
While his position as a member of the Provincial Health Service will 
give him a measure of independence in expressing his professional 
views, he cannot carry on the administration successfully without 
securing the fullest possible cooperation of the Board, which will 
have to approve his schemes and provide money for them. We 
believe that this relationship between him and the Board will help 
to promote cooperation and to build up conventions which will serve 
to demarcate the respective spheres of activity. We anticipate that 
such close association between him and the Board will be of value 
to both. 

53. Nevertheless, a state of affairs may arise when the Officer in 
charge of the District Health Service and the Board cease to work 
together harmoniously. If such a stage is reached, this Officer cannot 
usefully continue in the district. We, therefore, recommend that, 
if the Board passes a resolution by a two-thirds majority (taking 
into consideration its full strength) asking for his removal, the Provin- 
cial Government should transfer him from the district. We have 
recommended that this resolution demanding the transfer of the 
Officer should secure the support of two-thirds of the sanctioned 
strength of the Board in order to ensure that the request would not be 
lightly made. 

54. In Chapter IV we indicated how the new health services 
covering only a portion of individual districts during the short-term 
programme should be integrated with the existing organisation. We 
recommend that the curative and preventive dejiartments of health 
working in a district should be unified under one administrative officer 
to be designated Officer in charge of District Health Services. 
He will be responsible, during the short-term, for promoting the 
development of the new scheme as well as for maintaining the 
existing services in the remaining parts of the d’strict. The 
administrative officers in charge of secondary units, who will co- 
ordinate curative and preventive work in their own areas, will serve 
as assistants to the Officer in charge of the District Health Services. 
During the first five-year period, there will be only one secondary 
unit and, therefore, only one deputy while, during the second five 
years, there will also be a second deputy in many districts in the 
different provinces. 

IMgtrict Health Council 

55. Wo have already recommended the creation of a District 
Health Council consisting of representatives of the different profes- 
sions (s.gr., those of doctors, dentists, pharmacists etc.) from the 
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registered members of which the health service will be recruited. 
The functions of the Council will correspond to those of the Provin- 
cial and Central Health Councils. We recommend that the Officer- 
in-charge of the District Health Services should be the Chairman 
of the Council. 

56. An important function of the District Health Council will 
he to secure the support of the independent medical and ancillary 
professions to the development of the health programme. We CQnsi- 
der this particularly necessary in the earlier stages. In the larger 
urban centres, an independent medical profession of standing has 
been developing during recent years. The informed and constructive 
criticism of its members should prove of value in the shaping and 
functioning of the health services. It is suggested that schemes 
involving technical questions should be submitted to the Health 
Board with the recommendation of the District Health Council. Its 
function will be purely advisory, as the ultimate power to define policy 
and vote funds wUl be vested in the District Health Board. Even 
so, the views expressed by the Council are not likely to be turned 
down by the Board without good and sufficient reasons. 

67. The question may be asked as to whether, in our scheme of 
national health service which we anticipate will eventually develop 
into a full-time salaried service covering the whole population, there 
is room for the proposed Health Councils at the three levels of 
administration, the Centre, the Province and the district. When 
this stage is reached there will probably be no need for them. But 
through the many years of development these Councils will, it is 
anticipated, perform a useful function. 

68. One of us (Mr. P. N. Sapru) holds views which are different 
from those expressed above regarding the provincialisation of the 
services under local authorities. He has embodied his views in a 
note which is appended to this chapter. He agrees with us in recog- 
nising that it is essential to ensure security of tenure and fair treat- 
ment to the servants of local authorities if efficiency is to be main- 
tained. He, however, does not approve of provincialisation as the 
method of securing this end. He thinks that provincialisation is 
likely to lead to friction between local bodies and the public servants 
who have to work under them. His proposals fall under three heads : — 

1. He advocates the creation of a Local Government Board 
which will function in an advisory capacity to assist the 
Minister of Local Self-government in his task of 
controlling the administration of local bodies in the 
province. The Chairman of the Board will be the Minis- 
ter of Local Self-government. The members will consist 
of a certain number of Ministers who deal with such 
portfolios as education, public health, labour, co- 
operation etc., elected representatives of municipal and 
district boards, representatives of medical and 
engineering professions, of universities. Chambers of 
Commerce and Trade Unions as well as a certain 
number of persons nominated by the Minister of Local 
Self-government to represent interests, which may 
otherwise go without representation on the Board, 
li. All grants g*ven to local bodies by the Provincial Govern- 
ment will be sanctioned after taking into consideration 
the advice given by this Local Government Board. The 
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principal administrative officers of Government will b& 
responsible for supervising and inspecting the adminis- 
tration of local bodies. Grants can be withheld if they 
are not utilised in accordance with the policy laid down 
by the Board. 

fi. In order to provide for security* of tenure he suggests the 
creation of a Local Self-government Public Service 
Commission which should be established by an Act of 
the Provincial Legislature. The Commission would 
consist of a Chairman nominated by the Minister of 
Local Self-government and of two other members also* 
appointed by him. All appointments including that of 
sanitary inspectors under local bodies w 11 be made on 
the recommendations of special Appointment Com- 
mittees, which will consist of one of the members of 
the Loctal Self-government Public Service Commissioii 
and two members selected by the local body for which 
the appointment in question is being made. The 
Appo’ntment Committee will send three names in order 
of preference to the local body wh ch will be required 
to select its candidate from these three names. The 
appointing authority will be the local authority. It will 
also have the right of transferring, censur ng and even 
dismissing its servants but, in every case, a commissior 
of enquiry should precede such disciplinary action. 
The affected individual can appeal to the Local Self- 
government Public Service Commission, the decision of 
which will be final. 

59. We have set out, at some length, the recommendations of our 
colleague because we feel that they deserve the fullest consideration. 
Local self-government is, undoubtedly, the instrument through which 
provision is made in all democratic countries for an ex]^resRion of the 
people's opinion on matters vitally concern’ng local welfare. We 
share with him his desire to see that the people should be given an 
opyjortunity to express the'r views, through their representat’ ves, on 
the health services that are to he provided ^or them. We have, 
therefore, provided that the District Health Board should have 
representatives from the local authorities in the area concerned as 
well as through direct election by the people. We, therefore, feel 
just’fied in claiming that the Board, v.^hieh we have suggested, will 
be competent to express the people’s will and to meet their 
health needs. 

60. We cannot help feeling that the proposals of our colleague are 
cumbersome and that they are not likely to promoie efficient 
administration. His scheme will perpetuate the existing system of 
numerous local authorities w’th'n a district with tlieir independent 
health services. AHhough a certain measure of security of tenure 
will be conferred on the servants of these authorities bv h’s proposals, 
we feel that the separate organisations working witli’n their limited 
areas and with 7io coordinating agency over them cannot produce the 
results that we anticipate from the integrated health service we have 
outlined in the threc-mdron plan. The essence of such a service 
supervision by the highly developed technical staff at the headcpiarters 
of the district and of secondary units over the work done in even 
the remotest villages. An organisation of this type cannot he^ 
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developed without a single health authority being made responsible 
for the whole area. 

61. Our colleague's main objection to provincialisation seems to 
be that it will lead to friction between local bodies and the provincial 
servants working under them. In this connection we have already 
pointed out that a provincialised service of health officers has been 
functioning in a number of provinces for many years and the informa- 
tion available to us does not support the view that the system is 
likely to produce such friction and is, therefore, calculated to function 
unsatisfactorily. In the Province of Madras, where the provincialisa- 
tion of different services under local bod es has been extended much 
farther than in other provinces, our investigations give definite proof 
that provincialisation has worked well and has increased efficiency 
in health administration. 

CERTAIN OTHER MATTERS 

1. Should Secretaries to the Ministries of Health be technical or 
non-technical officers? 

62. A considerable majority of us feel that in the Secretariat 
hierarchy, the contact between the Technical Adviser and the- 
Minister should not be broken by the intervention of a non- 
technical Secretary to Government a%d that the Director of Health 
Services, whether at the Centre or in the Provinces, should him- 
self have the status of, and function as, a Secretary to Govern- 
ment. They consider that the person best qualified to assist and 
advise the Minister on matters so technical is the Administrative 
Head of the Services concerned and that his contact with, and 
responsibility to, the ^linister should be unfettered and undiluted. 
The background and experience of the individual who will hold this 
post, with liis intimate contacts with the urban and rural populations- 
with which his previous experience will have provided him, will give- 
him a knowledge of the habits and customs of the people and with 
their psychology not less than those of a non-technical Secretary, and 
appreciably more than those possessed by that Secretary if hi& 
service has been mainly in the Secretariat. They consider it undesir- 
able and wasteful of time that recommendations on health policy 
should have to pass through a lay filter, and consider that the wider 
administrative aspects stressed by the minority would be adequately 
supplied were the Director General of Health Services provided with 
the advice of an experienced civil servant in the capacity of his- 
Deputy for administration. In support of this view they cite the^ 
increasing tendency of Administrations to appoint as Secretary to the 
Departments of Engineering and Education the local heads of the 
Services concerned. Health is even more technical and fundamental 
than Engineering and Education and these considerations apply with 
even greater emphasis. 

The minority (Sir Joseph Bhore, Pandit L. K. Maitra, Mr. N. M. 
Joshi and Mr. P. N. Sapru}, however, feel equally strongly that a 
i^on-technical Secretary to Government, with general administrative 
6\'perience extending ovei* n wide field, is highly desirable in order 
to ensure a just and balanced consideration of questions which 
t^oncern the life and welfare of the community. Measures connected 
with the health and medical service of the people can never, in this 
country at least, be matters of purely technical concern and ^ny 
attempts to isolate them in this way must inevitably lead to disaster. 
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To the consideration of such measures must be brought a wide know* 
ledge of the habits and customs of the people, their psychology and 
the administrative system under which they live, and a non-technical 
Secretary, with experience of the nature we have indicated, is prima 
jade much better equipped to assess and present, for the final 
judgment of the Minister, the social, psychological, administrative 
or political background against which public health and medical 
problems must, of necessity, be so often viewed. 

One of us (Sir Frederick James) is not in agreement with either 
of the two views expressed above. He says, “The majority and 
minority views are mutually exclusive and I am, therefore, not able 
to subscribe to either of them. The Goveri^mcnts should be free to 
select the most suitable person, whether techuiaal or non-technical, 
for the post of Secretary to Government in the Health Department. 
If a technical person is selected I a^ee that it might be helpful to 
have as his deputy an experienced civil servant; but the senior officers 
of the health services should be eligible for appointment to the post 
of Secretary, and if any of them has the requisite experience and 
ability he should be appointed in preference to a non-technical 
officer. 

63. We are all, however, agreed upon the necessity for ensuring 
that the Technical Adviser has the right of access to the Minister and 
that, on a purely technical quiiltion, he should be given full oppor- 
tunity for the exercise of that right before his views are over-ruled. 
We, therefore, suggest that any adverse criticism of the non-technical 
Secretary on a proposal put up by the Technical Adviser should be 
ahown to the latter in order to enable him to reply to such criticism. 
The Minister will then be in possession of all the relevant arguments 
to enable him to give his decision. 


2. Salaries. 


64. We have been greatly exercised over the scales of salaries to 
be allowed for in calculating the cost of our proposals. The re- 
muneration of the personnel required accounts for the major portion 
of the overall estimated recurring expenditure, and while too generoiu 
a provision on this account may well wreck or at least grievously 
handicap the implementation of any large-scale health scheme, 
salaries inadequate to attract the type of persons needed in the 
numbers required might have equally disastrous consequences. 

65. There are weighty considerations against over-loading the 
salaries budget. India is a poor country. It cannot afford rates of 
remuneration which are out of all relation to its national income and 
are higher than those which economic conditions demand. China and 
Japan, so far as information is available of prewar conditions there, 
had grasped this basic fact in relation to their own economy. We 
have been given instances of the salaries paid to certain medical 
teaching staff in these countries. 


66. At the Peiping Union Medical College which paid higher 
«9.1aries than any other medipal college fn China, the^following scales 
of pay for full time workers were in force. 


Proft^j»«or 

Associate Profesfor . 
Assistant Professor . 
Associates 

Assistants (Demonstrators) 


approximately Rs. 
approximately Rs. 
approximately R«=. 
approximately Rs. 
approximately Rs: 


939 a month. 
603 a month. 
488 a month. 
376 a month. 
169toRs. 281. 
a month. 
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In Japan the following appear to have been the salaries in vogue:— 

Principal of a Medical College • approximately Rs. SOO a month. 

Professor .•••.. approxihiately Rs. 416 a month. 

Associate Professor .... approximately Rs. 200 to 300 

a month. 

We are not in a position to say, however, whether these figures* 
represent the total emoluments drawn in each case. The scales of 
remuneration of comparable categories in this country vary from 
province to province. Taking Madras as a basis of comparison, a. 
Member of the I.M.8. in a Professorial post would draw his grade- 
pay plus Rs* 250 as teaching allowance. A Lieut. -Colonel would 
thus draw under the old scale Rs. 1,500 to 1,700 plus Rs. 250 and be 
entitled to private practice. The rates of pay provided for the- 
Provincial Service are for 

(1) Professors (clinical subjects) . Rs. 600 to Rs. 900 plus Rs. 150 teaoh^ 

ing allowance in each case with 
private practice. 

(2) Professors (non-clinical subjects) . Rs. 800 rising to Rs. 1,200* 

67. In the U.S.A., where the cost of living is presumably much 
higher than it is in this country or the United Kingdom, salaries of 
Professors in the clinical subjects are said to vary between. 1O,0(X> 
and 12,000 dollars a year, that is approxiipately between £2,0(X) and 
£2,4(X). Turning next to other posts, the information given to us in 
regard to Australia shows that the Chief Medical OfiBcer of the 
Commonwealth draws a salary of £2,000 (Australian, equivalent to* 
approximately Rs. 1,800 a month). In the United Kingdom, the 
Chief Medical Officer to the Ministry of Health in 1944 drew a 
salary of £2,200 per annum. This has evidently been sufficient to* 
attract men of outstanding attainments, for among the incumbents 
of this post have been numbered some of world-wide reputation. 
The maxima drawn by Inspectors General of Civil Hospitals, Surgeon 
Generals, the Public Health Commissioner to the (Government of 
India and the Director General, Indian Medical Service, vary roughly 
between about £2,475 for the first of these classes and £3,1(X) for 
the last named. 

68. We are unable, with the material at our disposal, to institute- 
fair comparisons or to venture on any specific recommendations in 
this behalf. The question of salaries, moreover, is not one which 
concerns medical and public health personnel alone. It is a much 
wider and more complex problem. The necessity for establ’shing 
some measure of parity between the various Provinces in the matter 
of the salaries of their Medical and Public Health Services, has been 
strongly impressed upon us by a Provincial Minister of Public Health 
on grounds which appear to us to have considerable force. But this 
is not the only consideration to be taken into account. Any very 
large disparity between the remuneration paid to the various State 
Services operating in different fields is to be deprecated unless strong- 
reasons exist for such differences, though we realise that the levels 
of salaries must be such as will not fail to attract candidates with the 
qualifications required in each case. The competitive attraction 
provided by non -State employers is another factor which cannot be 
ignored. 

69. We consider this subject to be of such complexity ani 
'uiportance that it calls for comprehensive examination at the hands 

an ad hoc All-India Committee which should include medical men.. 
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The results of such an examination cannot fail to be of the utmost 
value and assistance to the provincial authorities. For our present 
purposes, we have either adopted existing rates or assumed scales of 
pay which appear to us prima facie to be generally not unreasonable. 
Our figures will no doubt need revision in the light of a fuller investiga- 
tion such as we have recommended. On one point, however, we 
feel that we are on sure ground and that is in laying down the 
general principle that the salaries of employees of the humbler cate- 
gories and in the lower grades need to be raised while those at the 
top may well stand some levelling down. 

70. We ought also to make it clear that in those cases in which, 
in the interests of the country, it is found absolutely essential to 
obtain a specialist from abroad, the terms offered will have to be 
such as are necessary to secure the class of person required. Such 
cases will, we hope, not be numerous. They will, of course, fall out- 
side the cadre of the regular medical services of the country and should 
invariably be regulated by short-term contracts. 

71. While, doubtless, the labourer is worthy of his hire, the most 
fruitful and inspiring effort must alw^ays come from those to whom 
monetary returns count less than opportunities of service and of 
advancing the cause of human knowledge. We feel that the world 
is not bankrupt in such workers and that India may still continue to 
attract some who do not wish to assess their reward solely in terms 
of money. 

72. Our proposals visualise a very large increase in the number 
of women doctors in the State Medical Servnee, and the question of 
their salaries, therefore, assumes considerable importance. The 
principle of equal pay for the same work appears to us to be the most 
•equitable. 

3. Legislation 

73. We have already emphasised the need for such amendments 
of the existing provisions of the Government of India Act, 1985, ns 
will be necessary to enable the Centre to discharge its responsibilities 
under certain exceptional conditions for safeguarding the health of 
ihe country as a whole. In addition to such legislation by the 
British Parliament, we consider it essential that the existing law 
relating to health should be revised, modernised and consolidated. 
Legal provisions relating to health lie scattered through various 
•enactmenls, and we recommend that the Central and Provincial 
Legislatures should, within their respective spheres, bring together 
these provisions and add to or modify them, as may be necessary, in 
order to provide comprehensive Public Health Acts on which futuro 
health administration may be built up. 
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JiflCiuute on Certain Constitutional Aiqpects of the Proposals regarding 
the Belationship between the Centre and the Provinces and on 
some other Matters by the Hon’ble Mr. P. N. Sapru 

My colleagues have stated that ‘‘the principle of autonomy of 
provinces in health matters, which has been accepted and followed 
ior some time past, should not be se^ aside unless it can be shown that 
a reversal of this policy is fundamental to the development of the 
national health programme’*. They add that “in a sub-continent 
of the size of India it seems almost certain that progress on sound 
lines cannot be made through an administration based on an auto- 
cratic Centre which may not secure the active cooperation of the 
provinces**. They emphasise in that “there will be so much opposi- 
tion to a resumption of control by the Centre that it will become 
difficult to create and maintain that atmosphere of good will which 
we consider essential to the success of our scheme”. Shortly put 
their standpoint is that “the princij)le of provincial autonomy should 
be respected to the utmost limit possible consistent with provisions 
for speedy and active interference by the Centre in circumstances in 
which dereliction of duty jeopardises the health not only of those 
under its charge but also of those living in areas outside its jurisdic- 
tion * ’ . 

My close association with my colleagues has convinced me that 
they are not actuated by any desire to attack the principle of pro- 
vincial autonomy merely in order to strengthen a Centre which is 
at the moment irresponsible. For the basic assumption underlying 
our report is that if India is to plan successfully her health pro- 
gramme, there must be fully autonomous popular Governments both 
at the Centre and in the provinces to lay down and execute plans. 
Nevertheless, I fear that some of our recommendations, to which I 
shall invite attention, are not based upon a full appreciation of the 
nature of a Federal Constitution upon the principles of which it is 
impossible for this country to go back. Far from securing full and 
active cooperation between the Centre and the provinces, they would 
actually lead to friction and bickerings which might drag health into 
the arena of controversial politics. They are unworkable both from 
a constitutional and administrative point of view, and would create 
jivoicl.ihlr (h\-Kllocks between the Centre and the provinces. « For 
these reasons, I have felt it incumbent to record my dissent from the 
recommendations noted in some of the succeedinrr paragraphs. 

I concur with my colleagues in. the view that in existing circum- 
stances, the Centre should help the provinces by grants-in-aid for 
specific purposes. There is nothing inherently inconsistent with the 
federal principle in this proposal. The principle of grants-in-aid is 
not unknown to other federal constitutions. In the United States 
where the federal principle has worked successfully and where the 
^tates enjoy residuary powers, the Federal Goverument has been aid- 
ing by the Social Security Act of 1935, programmes of social recon- 
struction. In the Australian Act. which is based upon the principle 
nf a federation in which the residuary powers vest in the provinces, 
the Federal Government has authority, of which it has taken advant- 
to help the State Governments with grants for implementing 
P^’ogram fries for the development of social services on specific terms 
conditions. In India it is obvious that the provinces with their 
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limited resources will not be able to undertake the health programme 
as visualised by us. Ultimately, however, the right solution would 
be to provide the provinces with more elastic sources of revenue 
than they enjoy at present. It would be unfortunate, however, if 
the acceptance bv the Centre of the principle of grants-in-aid to the 
provinces were allowed to prejudice their claims for such a revision 
of the Indian taxation system as^ would ensure greater justice to 
them. 

But while 1 agree to the principle of grants-in-aid from the Centre 
to the provinces, 1 should like to stress that the financial assistance 
which the Central Government gives to the provinces should not be 
used as a lever for whittling down provincial autonomy but utilised 
for helping social development in the provinces on a coordinated and 
cooperative basis discussed and agreed to by the provinces and the 
Centre. The satisfactory working of such a system of grants-in-aid 
would depend upon the wisdom and cooperation displayed both at 
the Centre and in the provinces. It is obvious that the Central Gov- 
ernment if it aids the provinces with financial grants, shall have to 
keep itself informed in the discharge of its responsibility to the Cen- 
tral Legislature, of how the purposes for which the grants given are 
being implemented by the provinces. Equally on the part of the 
provinces too it will be necessary to carry out faithfully in a spirit 
of wholehearted cooperation the policies they have agreed to and the 
conditions on which the grants have been made. If both or either 
of them feel that the conditions are intolerable, it will be open to 
both or either to seek accommodation or refuse to accept financial 
assistance. I have made these observations because as a strong be- 
liever in the federal principle for this country I desire to make it clear 
that I do not wish the system of grants-in-aid to be worked in such 
a manner as to make it virtually an indirect instrument of controlling 
the provinces by the Centre. I should also like to add that, in my 
opinion, the Statutory Board of Health, which we recommend, should 
be set up at the Centre, would go far to ensure harmonious coopera- 
tion and coordination of all health activities in the country. Its ad- 
vice and cooperation should prove most helpful in determining not 
only the purpose, for which grants-in-aid should be given but also in 
ensuring that they are properly utilised. 

I shall now proceed to indicate my dissent from those specific re- 
commendations of my colleagues on the relationship between the 
Centre and the provinces which are unacceptable to me. The first 
issue on which I difier from my colleagues is their recommendation 
that the Government of India Act should be so changed as to pro- 
vide for speedy and active interference by the Centre in cases in 
which dereliction of duty by a provincial Government jeopardises the 
health not only of those under its charge but also of the country as 
a whole. Thus, in enumerating the functions of the Central Minis- 
*try of Health my colleagues stress that the Minister of Health should 
have power to take such legislative or executive action as may he 
provided by the Constitution as being action in respect of which All- 
India measures are necessary to safeguard the health of the country* 

They specifically recommend in their chapter on Public Health 
that effective control of the spread of infection among the provinces, 
and between the provinces and the States, requires that executive 
officers of the Central Government should be able to intervene in t © 
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eiiiorcemeiit of measures necessary to ensure the active cooperatioin 
of all the Central, Provincial and State agencies. In other words^ 
what they recommend is that for the prevention and spread of diseaso 
from one area to another, the Government of India should have 
power to issue orders to Provincial Governments which it can exe- 
cute through officers under its control. Indeed, they seem to be of 
the view that the Central Government should have power of active 
interference in provincial administration not only in the interests of 
the country as a whole but also in order to protect the health of the 
province itself. 

No case based on any review of the experience gained of the working^ 
of the Government of India Act has been made out by my colleagues 
for this recommendation. The legal position at the moment under 
that Act is that legislation in regard to the prevention and extension 
from one unit to another of infectious or contagious diseases of pests 
affecting men, animals and plants is an item under Entry 30, Part 
II, List 3 of the Vllth Schedule of the Act. It is a subject under 
the Concurrent List which means that the Federal, that is, the Cen- 
tral Legislature can pass equally with the Provincial Legislature, 
laws in regard to it. The Joint Select Committee have stressed that 
this concurrent power of legislation should be exercised by the Cen- 
tial Legislature only after previous consultation with the provinces. 
If a Statutory Board of Health of the nature of an Inter- Provincial 
Council contemplated by Sec. 135 of the Government of India Act 
is set up, consultation and coordination of policy between the Centre 
and the provinces will automatically become much easier. In any 
case so far as legislation is concerned, the Central Legislature pos- 
sesses concurrent rights of legislation in regard to infectious diseases^ 
The question whether the Central Government should have any 
larger powers than has been conceded by the Government of India 
Act 19^5 in regard to the prevention of disease was not a new one 
hoforo our Committee for it was expressly considered bv the Joint 
Select Committee and Parliament at the time when the Act waa 
passed in 1035. When the Government of India Act was under dis- 
enssion in the House of Commons, it was suggested, for example, 
bv Sir Francis Fremantle that the Governor-General should have 
special responsibilities for the prevention not only of any grave 
menace to the peace or tranquillity of India but also of any grave 
menace to health. In the course of his speech on Fehruarv 2.9. 
1035, Sir Francis Fremantle pointed out that “epidemics are liabb' 
to dare up suddenly in any one or more of the provinces or states and 
they run like wild fire across from one end to the other. The early 
beginnings are unseen and then they get beyond control. There 
yoiild be no time for the Inter Provincial Council to act as laid down 
la Clause 133“. Tn answer to this line of criticism it was pointed out 
V the then Under-Soeretary of State for India, Air. Butler, that 
public health had been one of the transferred subjects for several 
iyears and that it was, no doubt, one of the subjects to which Indian 
ministers had paid most attention and had responded most readily. 
Bp further emphasised that the prevention of the extension from one 
^^it to another of infectious or dangerous diseases affecting man, 
^^imals and plants had been deliberately put in the Concurrent 
bp£rislative List “partly ns arising from the discussions of the Joint 
^f'loct Committee and partlv out of the realisation bv the Govem- 
of the urgency of the question". He also pointed out that 
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under what now Sec. 126 (2), the Central Qovernment had authority 
to give directions to a province as to the carrying into execution 
therein of any Act of the Federal Legislature which related to a 
matter specified in Part 11 of the Concurrent List. It was also 
stated by Mr. Butler that provision had been made in the Bill (now 
the Government of India Act) for the setting up and maintenance of 
h'ederal Agencies or Institutes of Besearch, including scientihc and 
medical research, and that by providing for Inter-Provincial CoimcilB, 
the constitution was making it possible for some Central Board of 
Health or machinery to develop. 

It is further interesting to recall that it was urged by .Sir Herbert 
Williams and the Duchess of Atholl in Amendments moved to the 
Government of India Bill when it was under discussion in the House 
of Commons, that certain aspects of public health, such as epidemic 
diseases, plague, the movements of insects, agricultural diseases were 
of nation-wide interest and that public health which knows no 
frontiers should be either an all-India subject or, at all events, a 
concmrent subject. In answer to this criticism of the Duchess of 
Atholl, Sir Herbert Williams and Sir Alfred Emox (aU opponents of 
constitulional advance in India), it was urged by Mr. Butler that 
“the future of India must be built upon units which are really auto- 
nomous. Our service to provincial autonomy is not mere lip service; 
we realise its deep implications”. He went on to stress that ‘‘the 
differences between the provinces as regards the incidence of disease 
follow, unfortunately, provincial idiosyncracies and that, for exam- 
ple, it would not be conducive to the extinction of Malaria if we were 
to insist upon regulation by a Central Act of the provincial treatment 
of Malaria in different parts of India. Further, Mr. Butler laid emphasis 
on the fact that in order to eradicate disease and have an efficient 
public health and sanitary service, it was essential tb encourage local 
effort and provincial autonomy in these matters. “We believe”, 
said Mr. Butler, “that interference by the Centre would not en- 
courage local effort, but rather retard it and that w'e should be tak- 
ing away from the locality the necessary stimulus to deal with its 
own particular problems”. 

I have quoted from Mr. Butler’s speech at length in order to 
indicate that the question of the spread of contagious diseases from 
one unit to the other did engage seriously the attention of Parlia- 
ment in 1935 when the Government of India Act was passed and 
that solutions which aimed at greater interference by the Centre with 
provincial autonomy in health matters were ruled out at that time 
for good reasons. Indeed, it was pointed out with great force by 
Mr. Butler that “in no federation had the problem of health de- 
velopment been solved by coercion from the Centre but always by 
•development of the units”. He referred to the example of Australia 
^and said: “The development of public health there arose out of the 
appointment of the Boyal Commission in 1926 and it may be said 
that ns a result of that, further coordination between the different 
states of Australia has taken place and has finally resulted in the 
establishment of an Australian Health Council and latterly, I 
glad to say, of an actual Department of Health in Australia. Tha 
has been arrived at entirely by a process of coordination and coopc^' 
tion between the units and not by any artificial control from 
Centre. In India we envisage that the future will follow very mne 
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,the same line, or rather I may be permitted to hope so." Section 135 
of the Government of India Act provides for an Inter Provincial 
Council for the coordination of and cooperation in matters of inter-pro- 
vincial concern. Advantage can be taken under this section to faciU- 
tate the coordination and cooperation between the different units re- 
garding health activities. Similarly under Sec. 103 the Federal 
Legislature can, if empowered to do so, legislate for two or more 
.provinces by consent. Thus it is clear that ample machinery exists 
for ensuring cooperation and coordination between all health activi- 
ties under the scheme of the existing constitution. The recom- 
mendation which my colleagues have made, viz., that the Central 
Government should have power of executive intervention where there 
is danger of a spread of epidemic, would represent a radical departure 
from the policy laid down by the Act of 1935 and I can see no justi- 
(it'atiou lor it. For what 1 understand my colleagues to recommend 
is that the Federal Government should have power to carry out its 
orders through its own officers, when there is any danger of the 
spread of infectious diseases from one unit of the Federation to the 
other. Such intervention would mean supersession of the Provincial 
Government during a period of emergency so far as health activities 
arc concerned. Action of this nature on the part of the Federal 
Govermnent may well lead to a constitutional crisis between the 
Centre and any Provincial Government or Governments. It can 
lead to a clash resulting in the resignation of the provincial ministry, 
and this in a country with its present communal cleavages. The 
necessary consequence of any taking over by the Central Government 
of the powers vested in the provinces to implement Federal Acts or 
directions given by the Central Government will be to drag health 
into political controversies in times of emergency when the utmost 
cooperation is needed between the Central and Provincial Govern- 
ments. Furthermore, such a step would completely nullify the 
authority of the provincial electorate over its own Government, for it 
is obvioujjly impossible for Provincial Governments to be responsible, 
in the ultimate analysis, to two different electorates. 

To sum up, the position, as T see it, is that under the Govern- 
ment of India Act the power to legislate in regard to the prevention 
of the extension from one unit to another of infectious or contagious 
diseases or pests affecting men, animals, or plants is an item under 
Pnh’y 30 of Part II, List III of the Vllth Schedule of the Act. 
Thus the Central Legislature has ample powers of legislation after 
consultation with the provinces ii^ regard to the spread of epidemics, 
etc. 

Section 126 of the Government of India Act authorises the Federa- 
tion to give such directions to a province as to the execution in that 
province of any Central Act as may appear necessary to the Federa- 
■tion for ensuring that the provinces enjoy their authority in such a 
Planner as not to impair or prejudice the authority of the Federation. 
Sob-Section 4 of Section 126 authorises the Governor-General in his 
discretion to issue Orders to the Governor of any province which has 
carried out any instructions given either to carry out the direc- 
bons previously given or those directions modified in such manner as 
^bc Governor-General thinks proper. Under a system of real res- 
ponsible Government there can be no question of the Governor-Gene- 
actinor in his discretion. The power to give such direefions on 
'be failure of the Provincial Government (for the Governor means 
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the Provincial Government) will, under a system of real autonomy, 
reside with the Federal Government. These are vast powers which 
coupled with the new Sub-Clause 4(a), which is from my viewpoint 
open to objection, to Section 126 have given a distinct unitary bias 
in central matters to a Federal Constitution and I cannot understand 
clearly what further powers my colleagues think should be vested in 
the Federal Government. If they think that the Federal Govern- 
ment should have power to carry out its orders through its own 
officers, then obviously such intervention would mean a supersession, 
of the Provincial Government so far as health activities are concerned 
during a period of emergency. Such action, as I have indicated 
above, on the part of the Federal Government may well lead to a 
constitutional crisis between the Provincial Government and the 
Central Government. From the point of view of health administra- 
tion itself and the emergent situation which will have to be dealt 
with, an eventuality like this will be most regrettable. The implica- 
tion of a federal constitution is that provinces are autonomous within 
the sphere allotted to them. They cannot be treated as glorified 
municipalities subject to the superior authority of a Central Parlia- 
ment elected on issues which have no relevance to those for which 
Provincial Governments are responsible. There are ways in which, 
without impinging upon the principle of provincial autonomy, har- 
mony and cooperation between the provinces and the Centre in regard 
to the prevention of the spread of disease can be secured. In any 
case, the existence in India of a number of Indian States in which the 
writ of the Federal Government cannot run until they come into the 
Federation and agree to the executive authority of the Federal Gov- 
ernment running in their States is a circumstance to which insuffi- 
cient attention has been paid by my colleagues. The main object of 
their desire to invest the Central Government with such over-riding 
powers is to prevent the spread of disease from one unit to another. 
But in the absence of any control over the states, no amount of 
control over the Provincial Governments, however far reaching, can 
achieve this object. Is it intended that the Central Government 
should have power, in the interests of the prevention of disease, lo 
issue orders to the Indian States or impose officers of its own on 
them? Can it be said that the danger of the spread of disease from 
states to British Indian provinces is less real than that of its exten- 
sion from one province to another? If not, how is the problem of 
intercommunicable disease solved by giving authority to the Federal 
Government to interfere with the executive authority of the provinces 
which are legally bound to carry opt the directions of any le.c;islation 
under the Concurrent List? I cannot help feeling that this aspect 
of the problem has been ignored by my colleagues. Moreover, » 
further question which remains to be considered in this connection 
is that of the personnel which will carry out the orders of the Federal 
Government. We have agreed to the principle that there should b® 
no imposition of central officers on the provinces. We have further 
agreed to the principle that the provinces should have their own scr 
vices recruited and controlled by them to carry out health activities 
Is it contemplated that when intervention takes place, the 
will impose its own officials or is it visualised that the provincial o i 
cials will cease to be provincial servants for the time being and 
come the servant of the Central Government? In the former 
the Centre will have to keep a reserve of officers who a, 

specific duties to perform in normal times and who will thus 
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burden on the tax-payer. In the latter case, provincial officers vill 
.be in the very difficult position of serving two masters, one in ordi- 
nary times and the other in exceptional times. This may affect their 
morale. The conclusion to which 1 am driven is that there is no 
method whereby under a system of democratic government based on 
the federal principle the activities of federal governments in regard 
to the execution of policies which the federal legislature can lay down 
under any Concurrent List in the Federation Act can be controlled 
without inviting a breakdown of the Constitution. I am, therefore,, 
for these reasons quite unable to agree to the proposal of my col- 
leagues in this regard. 

2. 1 now come to another recommendation to which I cannot 
^gree. My colleagues urge that the Central Ministry of Health 
should be empowered to meet the obligations assumedf by the Cen- 
tral Government under the provisions of international treaties. The 
present position in regard to the implementation of international 
treaties is to be found in section 106 of the Government of India Act 
which I reproduce below : — 

(1) The Federal Legislature shall not by reason only of the 

entry in the Federal Legislative List relating to the im- 
plementing of treaties and agreements with other coun- 
tries have power to make any law for any province ex- 
cept with the previous consent of the Governor, or for 
a Federated State except with the previous consent of 
the ruler thereof. 

(2) So much of any law as is followed only by virtue of any 

such entry as aforesaid may be repealed by the Federal 
Legislature and may, on the treaty or agreement in 
question, cease to have effect, be repealed as respects 
the province or state by a law of that province or state. 

(3) Nothing in this section applies in relation to any law which 

the Federal Legislature has power to make for a pro- 
vince or, as the case may be, a Federated State, by 
virtue of any other entry in the Federal or the Concur- 
rent Legislative List as well as by virtue of the said entry. 

It will be seen that section 106 as explained by Mr. Butler in the 
House of Commons refers especially to items in the Federal Legis- 
lative List and gives the Federation power to legislate for the imple- 
menting of treaties and agreements with other countries under Item 
3 of the Federal Legislative List. According to this section if the 
Federation is to legislate for the implementing of a convention of the 
type mentioned, it must secure the consent of the units concerned. 
Thus Mr. Butler emphasised in the debate on the Government of 
India Bill on the 27th March 1935 that the arrangement embodied 
In the Section is in accordance not only with commonsense but with 
the precedents and practice of all other Federations, fimd was envisag- 
ed by the framers of the Peace Treaty 'when they dealt with the 
“^nestion of Labour Conventions’. It is not clear to me exactly what 
my colleagues want. But if it is their intention that the law should 
oe changed so as to give to the Central Legislature power to legislate 
^jjd issue executive directions in regard to the implementation of 
hose treaties which require the consent of the provincial units, then 
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I am bound to state that I differ from them. 1 think the wise course' 
^ implementing international treaties, agreements and conventions, 
!s to proceed, as Sir Samuel Hoare stated in the same debate, “not 
oy coercion but by consent and to leave it to public opinion both in 
the provinces' and the Indian States to mobilise itself behind the 
movement for better conditions/* The reason why the framers of 
the Act of 1936 considered the consent of the provinces and the 
States essential is that the services covered by international agree- 
ments are often services which come within the activities of the 
units and it is essential that in these cases they should be prepared 
to carry out the agreements. 

3. I have agreed to the appointment of a separate Minister of 
Health at the Centre for the following reasons: — 

(a) Health is a subject of major importance for the country as a 
whole and a separate Ministry would tend to emphasize this. 

(b) A separate Minister will have no divided loyalties and be free, 
without having to consider or coordinate the claims of other nation- 
building departments, to press the claims of health, particularly in 
the matter of grants on his colleagues. 

(c) A separate Minister would be useful, in view of the political 
position that he will occupy, in devising methods of coordination and 
cooperation between the Centre and the provinces. 

(d) A separate portfolio of Health would ensure political supervi- 
sion over a Department some activities of which would remain under 
central control and other activities of which would require sympa- 
thetic understanding of the difficulties and points of view of the 
provinces. 

(e) A separate political chief is essential, in my opinion, to con- 
trol the activities of permanent officials and experts and establish 
liaison between the Department of Health and the public generally. 

But while I agree that there should be a separate Minister of 
Health, I am not happy with the phraseology of Clause (1) of the 
paragraph in which the functions^of the Central Ministry of Health 
have been set forth. Clause (1) reads as follows: — 

“To study and plan schemes for health services, preventive 
and curative, for the whole of India; to revise or mod^X 
such schemes from time to time and to assist and co- 
ordinate activities for the expansion and improvement 
of health service in the provinces." 

The words “study and plan" can be taken to suggest that it will 
be for the Ministry of Health to evolve plans and for the provinces to 
implement them irrespective of the fact whether they are in agree- 
ment with them or not. If my interpretation of the clause is correct, 
then my colleagues contemplate an extension of the functions of the 
Centre to an extent which would reduce in health matters the auto- 
nomy which the provinces enjoy at present. For this reason I woul 
make it clear, in enumerating the functions, that the plans evolved by 
the Centre are only meant for the consideration of the provinces an 
that it will be open to them either to accept or reject them. I wool 
accordingly modify the wording of this clause in this manner : 

“To study and plan schemes for the consideration of the 

vinces of health services, preventive and curative, for ' 
whole of Inditf; to revise or modify such schemes ro 
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time to time for their consideration and implen^entation 
and to assist and coordinate activities for the expan- 
sion and improvement of agreed programmes of health 
services in the province.’* 

Similarly in Clause (6) which runs as follows: — 

**To collect, tabulate and publish the vital statistics of the 
various component parts; to undertake a periodical 
census at such intervals as may be laid down by law; 
to direct the organisation and the carrying out oif sta- 
tistical studies in any part of the country designed to 
throw light on any aspect of the health problem.” 

1 would recommend for the latter part of the clause the substi- 
tution of the word “recommend” for the word “direct”. The 
latter part would thus read: ”To‘ recommend the organisation and 
the carrying out of statistical studies in any part of the country 
designed to throw light on any aspect of the health problem.” Thb 
would preserve statistics as a completely provincial subject and thus 
mark no departure from the principle of the distribution of powers 
as laid down in the Act of 1935. 

4. I have set forth, in a separate memorandum, my views on the 
reorganisation of Local Self-Government with, particular reference 
to health activities. This is a question which the provincial Gov- 
ernments need to tackle in the interest of the future health adminis- 
tration of the country. For upon the efficiency of local bodies will 
depend in no small measure the speed with which the health pro- 
gramme will be implemented. 

I may indicate that I am in general agreement with the princi- 
ples which underlie the Madras Public Health Act, and I should 
welcome the adoption of its general principle by other governments. 
Local Self-Government has suffered in efficiency because among 
other reasons (a) local bodies have not been supplied with adequate 
funds by the provincial Governments, (b) the method of dis- 
solving them and ordering fresh elections when things are not going 
well with them has not been resorted to, reliance having been placed 
upon the superseding powers of Government, (c) the chairman has 
not been independent of the board and (d) the services have no 
adequate security of tenure and no standardised emoluments. I 
have suggested in a separate note that (1) the chairman should be 
directly elected and have powers independent of the board, (2) that 
his position should correspond with that of a mayor, (31 that for 
executive administrative control technical supervision snould be 
substituted, (4) that there should, be a Local Self-Government 
Board to advise the Ministry of Local Self-Government in regard 
to all grants in aid to the local bodies, (6) and that the services 
should be recruited by the boards on the advice of Local Self-Gov- 
ernment Public Service Commissions and (6) and that they should 
have the right of appeal to this body in cases of censure or dismissal. 

But while these proposals provide a solution of the problem in 
areas where the intensive scheme for health development which we 
recommend is not operative, separate treatment of units where the 
experiment of health service is being tried on lines recommended by 

is necessary, in the interests of planning. For these areas my 
colleagues suggest that district health boards— rural and urban — 
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should be appointed on which the local authorities can be given re- 
presentatiou. Once elected, these health boards will be, more or 
iess, independent of the local bodies in the district. The local 
Dodies will be bound, however, to contribute a fixed proportion of 
their revenues to them. The difficulty that I foresee in this plun is 
that as District Health Boards, once they are constituted, will not 
he answerable to local bodies, the latter will have no direct incentive 
to improve their financial position by levying cesses to the extent 
that the capacity of the population in their areas can bear. I 
would, therefore, make the District Health Boards accountable to 
the local bodies by requiring that (a) they should keep them inform- 
«d of their activities and the manner in which funds allotted to them 
are being used, the Local Bodies having the power of considering 
and passing resolutions on the annual report, the annual accoimts 
and the policies adopted by the District Health Boards in the year. 
<b) by giving to local and municipal authorities power to make re- 
conn iiendations to them for the carrying out of , the health pro- 
gramme or alterations in their bye-laws etc. and (c) by requiring 
that the term of office of the members of the District Health 
Boards a substantial majority of whom shall be members of Local 
Bodies, shall not exceed a maximum period of two years, it being 
open to them to be re-elected. It may be desirable in these areas 
to recruit on a provincial basis certain of the more important posts 
but it is my emphatic view that recruitment to the other compara- 
tively minor posts should be left in the hands of District Health 
Boards and that for this purpose there should be available to them 
the advice of a Public Service Commission for Local Self-Govern- 
ment. 

The size of the central secretariat on which my colleagues lay 
•stress will depend, of course, I take it, upon the extent to which 
our proposals both in regard to the Centre and the provinces are to 
be implemented. I have no doubt that our recommendations are 
not intended to make the administration top heavy. I say this in 
order that there may be no misunderstanding as regards the reasons 
which have influenced me in agreeing to the remodelling of the 
secretariat on the lines suggested by us. 

I should also like to say that, in my opinion, the question of the 
salaries to be paid to the members of the health services, both 
superior and inferior, is one which cannot be isolated from that of 
scales of pay generally agreed to by the country in regard to other 
professional, technical and even administrative services. It is my 
considered view that the present scales of pay are too high for 
a country with the national income of India. This question of 
salaries should he considered by a separate committee which can 
deal with this problem from a coordinated point of view. 

I may also say that I would prefer the medical benefits under 
the Health Insurance Scheme, if any such scheme is eventually 
decided upon, to be administered by the Health Department un i 
such time as this country comes to possess a proper Ministry oi 
Social Security. My reason for this recommendation is that 
problem of administering Health Insurance on a coordinated basis 
may be easier if Ministers both in the Centre and in the 
are made responsible for both medical benefits and cash benefits, v . 
this point I confess that the arguments are evenly balanced and i 
is, therefore, only in a tentative way that I make this suggestion. 
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would suggest a separate departmental head for the administration 
of cash benefits. He will be under the control of the Ministry of 
Health. So will the head of the medical benefit section too be under 
4ihe Health Minister. The two will be able to work in greater co- 
operation if they have to serve one head. 

Jlinute on Local Sell-Oovemment t3y the Hon’ble Mr. P. N. Sapru 

Part I 

A question to which my colleagues have devoted some attention 
is that of the relationship of health authorities at the provincial 
•centre to Local Bodies. Shortly put, their view is that the interests 
of planning require the replacement of the existing local authority, 
or authorities, in demonstration areas by a new type of organisation 
capable of creating and maintaining uniform health services through- 
out the area or areas. In regard to the remaining parts of each 
province, their main recommendation is that measures on the lines 
taken in the Province of Madras by the Public Health Act of 1939 
may be adopted for raising existing standards of health administra- 
tion to a reasonable level of efficiency. 

My point of view is somewhat different from that of my colleagues 
and I, therefore, consider it necessary to set it forth as briefly as I 
can. Hasty condemnation of Local Bodies, urban and rural, is easy 
but in passing a considered verdict on them, it must not be forgotten 
that their grants and resources are grossly inadequate and even with 
the best of will, they are not in a position to carry through big re- 
forms. The general poverty of the country is reflected in their 
revenues and public health has, in the past, been looked upon as the 
cindrella of provincial departments. It is not claimed that the 
administration of Local B^ies is ideal; but it must be remembered 
that they have limited resources, that provincial Governments them- 
selves have not helped them to the extent that they should have with 
financial assistance, that the only remedy which Provincial Govern- 
ments have employed in improving the tone of incompetent Local 
Bodies is supersession and that they have done little to stimulate 
the growth of public opinion on Local Self-Government by resorting 
to dissolution for purposes of focussing attention on local mal- 
administration. It is proposed to confine this note to a few sugges- 
tions which would make Local Bodies more efficient and remove, 
without taking away any of the powers which thev possess, some of 
the defects in their working. It is also proposed to consider some 
methods whereby even in the demonstration areas planning can be 
reconciled with the autonomv of a new tvpe of local body suited to 
promote the creation and maintenance of a uniform health service 
throughout the area. 

Control over Local Bodies is exercised, at all events, in the United 
Provinces with which I am most familiar, throu!7h Commissioners 
^ho have a good deal of revenue work. As an alternative to the 
present system, T advocate that control over Local Bodies should be 
Vested in the Ministry of TiOcal Self-Government who should be 
advised for this purpose bv a Local Relf-Government Board. The 
Chairman of the Board should be the INfinister of Local Self-Gov- 
ernment. Its Members should inclnde fa) a certain number of 
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ministers, or their deputies, dealing with such portfolios as Eduoa-^ 
tion. Public Health, Labour, Social Security, Communications and 
Industries; (b) Elected representatives of Municipal and District 
Boards and the Chairmen of these boards; (c) Elected representativea 
of Medical and Engineering professions, and of Universities, Cham- 
bers of Commerce and Trade Unions as well as (d) a certain number 
of public men nominated by the Minister of Local Self-Government 
to represent interests or communities which have been unable to 
obtain representation through (b) and (c). The Board should be 
required to elect a Standing Committee, predominantly non-official in 
nature, which should be available to the Ministry for advice from 
time to time. 

The primary functions of the Board will be (a) to evolve co- 
ordinated policies for Local Self-Government Bodies in regard to the 
functions entrusted to them; (b) to advise the Ministry on matters 
referred to it ; (c) to pass resolutions of a recommendatory nature for 
the consideration of the Ministry and Local Bodies for promoting 
Local Self-Government; and (d) to advise the Ministry in regard to 
the distribution of provincial grants for the various purposes falling 
under the purview of Local authorities. 

The conditions upon which grants are to be given should be 
specifically laid down and the amount of the grant should vary with 
the extent of co-operation shown by an individual Board with the 
policy laid down by the Provincial Ministry after consultation with 
the Local Self-Government Board or its Standing Committee. It 
should be open to the Ministry to give no grant to a Board where it 
finds that it has not been co-operating with the policy enunciated by 
it. 

The various heads of departments would, under the scheme 
contemplated, be the principal administrative officers for supervising 
and inspecting the local authorities. The staff of these departments 
would need to be increased. Commissioners or their agents, the 
district officers, would cease to exercise control over Local Bodies. 
The Local Self-Government Board to be constituted under the scheme 
outlined by me, should have a Secretary whose status and emolu- 
ments should correspond with those of Secretaries in other depart- 
ments of Government. The accounts of Local Bodies should be 
subfect to audit bv auditors appointed by Government. Local 
Bodies should be required to submit their requirements for grants to 
the Provincial Governments who would, in distributing them after 
taking into consideration the advice of the Local Government Board 
or its Standing Committee, bear the following principles in mind: — 

(a) the willingness, as disclosed by the system of local rates, of 
a local body to levy taxation in proportion to the capacity of the 
various classes of rate payers; 

fb) the schemes, and their practicability, which the Local Body 
in question has in mind; 

(c) the efficiency of the services it provides; 

(d) the treatment it metes out to its public servants; 

(e) the zeal, iv any, it has shown in promoting the welfare of tho' 
poorer sections of the population and 

ff) the needs of the area under the Local Body and the order 
which they .should be taken up. 
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The Provincial Government should further keep a staff of experts, 
in town planning, sanitary engineering, industrial health and labour 
welfare activities and such other activities as may be regarded use- 
ful. The advice of this staff should be available to Local authoritiea 
for schemes initiated by them. 

Local Bodies should be subject to periodical inspection, on behalf 
of the Minister of Local Self-Government by administrative heada 
and by officers specially appointed for the purpose. Their reports 
should be available to the Local Self-Government Board when it ia 
called upon to discharge its function of advising on grants. The 
reports should be published, where possible, and the Secretary 
should be responsible for annual review of Local Self-Government 
administration. The Director of Public Health should have the 
powers in relation to health matters envisaged for him in the Madras- 
Public Health Act of 1939. 

The system outlined above would ensure (a) more regular as alsa 
expert inspection of boards (b) greater control over them by the 
provincial Government through a system of grants-in-aid and (c), 
popular plus expert control. The local self-government board would,, 
it is claimed, make planning workable with popular control. It would 
not impair the responsibility of the Minister-in- Charge as it would 
be an advisory body of high status. 

Paet II 

One of the defects from which Municipal administration at the 
moment suffers is the position of the Chairman. In my opinion it 
is essential, for the smooth functioning of local administration to 
secure for the Chairmen of Local Bodies independence of tenure. 
The Chairman in a bigger Municipality, that is, in a town of over 
80,000 population, should have the status of a mayor, should ba 
called by that name and should have a high place in the warrant of 
precedence. In my opinion, the time has arrived when the mayors^ 
of presidency towns should be given the status of ‘Lord Mayors’ and 
have a place in the warrant of precedence equal to that of a membe®- 
of the Upper House of the Central Legislature. I may mention that 
the Mayors of Sydney and Melbourne in Australia are called ‘Right 
Honourable’. The Mayors and Chairmen should be elected directly 
by the people of the local area concerned. As they will be directly 
elected by the people, they will not be affected by any adverse vote* 
of non-confidence. They should have the right, where a Board ia 
obstructive, of advising Government to dissolve it and hold fresb 
elections. These suggestions have been made with the object of 
securing a good class of person for the iVTayoralties and Chairman- 
ships of the larger Municipalities. 

Where there is a persistent conflict between a local authority and 
its Chairman, the Minister, on the advice of the Standing Committee 
of the Local- Self Government Board and in urgent cases w'ithout, 
should order fresh elections either — (a) of the Local Body or (b) of 
the Chairman, or (c) of both, as the case may be. 

The servants of the Local Body should be answerable to the Chair- 
man or the Mayor and take orders from him. The normal method of 
dealing with a Board, which is proving obstructive or inefficient, 
should be not supersession but a fresh general election. These 
reforms should help the formation of healthy civic opinion on matters' 
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K>f importance and interest to the people of the town or area con- 
cerned. 

Provincialisation of services at present controlled and recruited 
by local authorities will, 1 apprehend, be unpopular. In fact, I 
would have no provincialised services in the local bodies. Further, 
provincialisation is likely to lead to friction between these bodies and 
the public servants who have to work under them. The desire of 
the services for security of tenure is understandable, and it is true 
that insecurity leads to a lowering of standards and falling off in the 
•quality of recruitment. But there are other ways of securing th s 
end and, in my opinion, we should carry the maximum number of 
people with us in the reforms we suggest in local administration. 
The scheme which T suggest for the future recruitment of __ all Muni- 
cipal and District Board services is as follows: — 

(1) A Local Self-Government Publie Service Commission should 
^)e constituted by an Act of the Provincial Legislature in each pro- 
vince. 

(2) It should normally consist of a Chairman nominated by tne 
Ministry of Local Self-Government and of two or more members 
appointed by the Minister of Local Self-Government. All matters 
relating to the health services under Local Bodies, including their 
recruitment, conditions of service and disciplinary control should be 
referred to this Commission and its advice should, normally, be 
followed by the Ministrv of Local Self-Government. Tt should be 
open to the Commission to divide itself into sub-commitrees for the 

purposes of selection of officers. 

(3) All appointments including those of sanitary inspectors should 
be made by local bodies on the recommendation of the Local Self- 
Oovernment Public Service Commission. When the Commission or a 

sub-cornmittee of it is making a recommendation for appointment to 
a particular local body, it should coopt a Member of that Board for 
the purposes of advising it. This coopted member will, for the i)ur- 
poses of that sub-committee, have equal rights with other members 
of the sub-committee, 

(4) The Local Self-Government Public Service Commission, 
constituted as indicated above, should be required to send three names 
in order of preference. It should be open to the Local Body to 
select any one of the three names suggested by it. 

(5) If a local authority is dissatisfied with the names selected, it 
.should have the power to refer back llie nominations to the Appoint- 
ment Committee, but if the latter adheres to its previous view, the 
Local Bodv will have to select out of the panel suggested by the 
Appointment Committee. 

(6) Where possible, the principle of competitive examinations 
•should be preferred. Where competitive examinations have been 
instituted, appointments will go by merit as determined by the 
examination and interview results. The examination should include 
a viva-voce test. 

(7) The appointing authority, under the scheme, will thus be the 
local authority. It will appoint and control the services subject to 
the reservations and qualifications stated above. 

(8) The local authority shoujd have the right of transferring, 
censuring, demoting and dismissing its servants in such manner as 
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may be prescribed by the Acts laying down the procedure for this» 
purpose. It is contemplated that the procedure should provide for a 
Committee of Inquiry before action is taken, or emergency actiom 
taken by the Chairman, or Mayor, is confirmed. 

(9j Officers affected by the order of a local body should have the* 
right of appeal to the Ijocal Self-Government Public Service Com- 
mission, wliose decision on this point should be final. 

(10) Two or more Local Bodies may, by mutual agreement, evolve 
a machinery for the transfer of officers serving in one authority to- 
another and vico-versa. These mutual arrangements will enable 
officers of Boards to have experience of more than one Board. There 
is no reason why these mutual arrangements should not exist between, 
bodies responsible for urban and rural areas. 

(11) Scales of pay and conditions of service should be laid down 
by the Local Self-Government Board after consultation with the locaL 
authorities. The procedure for such consultation should be laid down 
in the Act. 

(12) Clerical jobs may also be filled by the Local Self-Govern- 
ment Public Service Commission, if the Local Body so desires. 

(13) Posts of Chaprasies, Jamadars, etc., may continue to be- 
filled by the local bodies, but they should be statutorily required to* 
have special Selection Committees for this purpose. 

Part III 

In dealing with the question of the type of local authorit\ noi'cled. 
for areas in which intensive work will be concentrated in ihe short 
period p rogramme, my colleagues stress that it will be desirable to 
rej)lace the existing local authority or authorities in these areas by 
a separate organization capable of creating and maintaining a uni- 
foi'in ‘liealth service throughout the area’. They, therefore, recom- 
mend tlie establishment of District Health Boards on whicli local 
authorities in areas, rural as well as urban, can be given representa- 
tion. The areas in wbicli experimental work will be done inc'iale the 
province of Delhi, in the case of which my colleagues rccomnuaid 
that a Provincial Health Board should replace existing local antho- 
ritie.s responsible for lie.altb administration in their respective areas. 
The change recoin niCTuled hy them in the system of local ndminis- 
tration, so far as health is concerned, is thus of a far-reaching 
nature, likely to affect the whole basis upon w]u(*h Locnl Self-nov- 
erninent is founded in this country. ‘Tn the case of a city like Delhi, 
where a demonstration centre is intended to be created.’ health 
activities administered by various Local Bodies will be merged into 
a province-wide authority. The reason for this suggested over- 
ha\il is that the separate functioning of one rural and two urban 
health authorities wn'll militate against the development v>f an efficient 
and integrated health service. Tt is essential, so it is nr.^^ed, to have 
an organisation wdiich can exorcise supervision and gm’dcnce o^er 
the growth of health administration in the peripheral unit'^ even as 
far back as the villages. The effect of these proposals wdll be to dis- 
integrate Local Relf-Goveming institutions in the Delhi Provin m' and 
other administrative areas where the short-term prog-amme vdl be 
Iried in an intensive form. T cannot help feeling that the pr('>pni5als 
nre not likelv to meet with popular support. Thev would deprive 
T)elhi City in particular of an opportunitv to develop a first class 

B83 




CHAPTSB XVU 


municipal corporation round which would help the growth of thi 
mvio life of the City. 

The setting up of Provincial Health Boards in the case of Delh 
Province and of iJistrict Health Boards in the case of other adminis- 
trative areas would lead to the inevitable establishment of similai 
Boards for Communications, Education and Water-supplies. iSucb 
Boards would function, more or less, independently ol any city or 
district organization which can view the problems of health, educa- 
tion, communications, water supply and housing in a connected or 
<iorrelated manner. Men of position interested in civic life would have 
less incentive to offer themselves for elections to these boards as their 
status is certain to be less than that of mimicipal or district board 
which deal with all aspects of a city's life. It is, in my opinion, 
therefore, essential that in the name of planning, which admittedly 
necessitates some centralization, an experiment should not be tried 
which would strike at the very foundations of Local Self-Govern- 
rjent. Assuming that it is desirable to merge Local Bodies into a 
province-wide authorit^^ as in the case of Delhi, or a district autho- 
rity as in the case of other demonstration areas, it is essential to 
secure that the local authority so set up shall, while empowered to 
split itself up into separate committees or boards for the more con- 
venient transaction of business, have the ultimate control over the 
activities of Boards or Committees dealing with the special subjects 
with which they are charged. Confining myself to the Delhi Province 
for the moment, I would create an autonomous corporation with a 
-Chairman elected directly by the people dealing with all activities 
for which either ^lunicipal or District Boards in the province are 
responsible. This province- wide Board shall be the supreme govern- 
ing body for the area concerned and shall have the power to review 
the acts of the Committees set up by it. It may delegate such of 
its functions as it chooses to Standing Health Committees or other 
similar bodies but it and it alone shall, on their recommendation, 
make bye-laws, consider and cancel them, levy local taxation, consi- 
der and pass resolutions on the Annual Keport, the Annual Accounts 
and the financial estimates, which shall be. submitted to Jt for 
approval by its Chairman. In other words, the power of passing the 
Budget and sanctioning expenditure in accordance with certain 
principles laid down in the Act constituting the Corporation shall 
reside exclusively in the Corporation, save and except in so far as it 
may have delegated certain powers to a Committee or Board elected 
by and responsible to it. 

Under the proposal adumbrated above, urban and rural authorities 
have been merged into one. This has been done to ensure co- 
ordination. This new type of Council shall, however, continue to 
be elected by territorial constituencies plus where necessary some 
■special representation for certain interests such as the medical profes- 
sipn. Standing Committees or Boards constituted by the Local 
Belf-Goveming authority shall be definitely subordinate to it. They 
shall have no power independent of the District Council which is the 
name by which I suggest this type of Local Self-Governing authority 
should be known. I may state that I am in favour of the Act 
prescribing the constitution of the Provincial Council in the Delhi 
Province and the District Council in other provinces laying down 
that the Health Department shall exercise, broadly speaking, the 
•amount of control which the Health Department in Madras possesses 
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over local authorities under the Public Health Act of 1089. Begard- 
ing the mode of appointment of Health Officers and other health stafE. 
including sanitary inspectors, my preference is for a scheme which 
lays down minimum standards in the matter of qualifications, 
etc., but which leaves actual selection to the District Councils con- 
cerned^ from a panel suggested by an Appointments Board or Boards 
on which a Local Self -Government Public Service Commission to be 
created in accordance with my recommendations on local-self govern- 
ment and the Council itself are both represented. Officers so 
appointed should be directly responsible to the Chairman for day-to- 
day administration. The power of the boards -to censure, suspend or 
dismiss their officers should be subject to appeal to, and review by, 
the Local Self-Gbvemment Public Service Commission, whose 
decision should be final. It is claimed for this scheme that while 
it does not impinge upon the autonomy of Local Bodies, it at the 
same time ensures fair treatment for the officers serving under them. 
Further merits of the scheme which I have put forward are that (a) 
it ensures that local cesses shall be levied by a body competent to 
take all the needs of a city or District into consideration; (b) it does 
not diminish the measure of self-government enjoyed by Local Bodies % 
at the present moment; (c) it makes for their smooth working, by 
giving to them a Chairman directly elected by the people and 
possessed of sufficient authority to make his impression felt upon the 
administration of the city, as a whole, and (d) it makes no breaches 
in the essential principles upon which these Bodies have been func- 
.tioning for almost two generations. What it proposes to do is to 
adapt the existing system of separate Local Bodies for urban and 
rural areas by one central District Council so that it may effectively 
carry out the health programme outlined by the Committee. The 
Chairman of the Provincial Council in the case of Delhi Province and 
District Councils in other demonstration areas shall, of course, be 
elected directly by the people. 
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PBOrSSSIONAL EDUCATION 


Introduction 

1. Our specific recommendations for the filture in connection with 
professional education are designedly limited in their scope. The7 
only aim at a detailed depiction of the development we suggest aa 
a short-term policy covering a space of 10 years. In dealing with 
the period beyond this initial stage, it 'would be unwise to indulge 
in any detail or to do more than indicate in the broadest outline the 
general lines of further advance. If the foundation is well and truly 
laid during the first 10 years on the lines suggested by us, we feel 
that subsequent progress will be possible at a greatly accelerated 
pace. Modifications, which experience or altered circumstances may 
dictate, can be made without any serious retracing of the ^initial 
steps. Our main objective during this period must be the provision 
of adequate staff suitably trained to enable the plan of health work 
which we envisage to be developed as early as circumstances permit. 
Progress towards our eventual goal depends on the fulfilment of this 
requirement and it must therefore be conceded the highest priority 
in our programme. We shall deal with professional education under 
the following two heads : 

A. Certain general questions germane to the subject of pro- 

fessional education which call for preliminary notice 
and 

B. Our specific proposals in respect of education for the follow- 

ing types of health personnel: 

(1) Medical Education; 

(2) training in Dentistry; 

(3) training in Pharmacology; 

(4) training of certain types of Public Health Personnel; 

(5) training of Nurses and Midwives; 

(6) training of Hospital Social Workers, and 

(7) training of Technicians. 

A. CERTAIN GENERAL QUESTIONS FOR PREUMINABT 

CONSIDERATIONS 

(1) Doctors 

(a) The Target in regard to the Number of Personnel 

2, It has been pointed out that there are approximately 47,400 
doctors available in the whole of British India. The inference, 
however, cannot be drawn from this figure that taking the total 
population into account, one doctor is available for about 6,400 of 
the population. We are faced with the obvious fact that large 
numbers of doctors congregate in the cities and larger towns, while 
great tracts of the countryside are left unserved by any medical 
men qualified in the scientific system of medicine. There are 
undoubtedly a certain number of persons practising the indigenous 
system in these rural areas with varying degrees of efficiency. But 
confining ourselves to the system with which alone we propose to 
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deal in this report, we can say quite definitely that the propois 
tion of doctors to the rural population is generally such as to 
result in an almost total denial of effective medical aid to the 
people. We have calculated that the fulfilment of our long term 
policy will demand something like 250,000 doctors. We are, however, 
here concerned only with the next 10 years and at the end of this 
period, we consider that the 47,400 doctors available today will, 
if our proposals are carried out, be increased by about 22,000 while 
the number required for the implementation of the short-term 
programme is about 29,300. This increase will of course be subject to 
the wastage during this period. Even so, the number of doctor^ 
available for public service will be well in excess of the numbei: 
required for our scheme during the short-term. The problem is, 
however, essentially one of distributing them over the rural areas 
where they are at present few in numbers. Their proper distribution 
to meet the requirements of the general population of this country 
can, we believe, only be ensured through a paid Government service 
which will secure the effective provision of doctors where they are 
most needed. This we have already pointed out. 

3. If our recommendations are accepted and given effect to imme- 
diately, then at the end of the first ten years, the medical teaching 
institutions in the country should be capable of an annual output of 
4,000 to 4,500 doctors as compared with less than half that number 
of graduates and licentiates combined produced each year at preseni. 
This may not be considered a very striking advance. Nevertheless, 
it is substantial and the early years must necessarily be a period 
of limited growth during which initial impediments, which we will 
refer to later, have to be overcome and the conditions for more 
rapid progress created. We feel confident, however, that at the 
end of the first 10 years, it will become possible to increase consi- 
derably the momentum of the advance if the driving force behind 
it is not allowed to fldg. 

(b) Factors impeding speedy expansion of Medical Education 

4. In any scheme for the expansion of medical education, the most 
important consideration is the provision of teaching staff possessing 
proper qunlifications and the necessary aptitude for the work. Wstf 
conditions have rendered it impossible or at least extremely difficult 
for members of the medical profession in India to visit foreign 
countries within the last six years to acquire such additional quali- 
fications as would make them suitable for appointment as teachers 
in medical colleges. This would not have been a serious handicap 
if the authorities concerned had realised adequately their responsi- 
bility for the development of post-graduate medical education. No 
steps worth mentioning have been taken, however, to create a proper 
postgraduate council of medical education at anv of the large teach- 
ing centres and both the Universities and tho tlovemment musl 
share the responsibility for this failure. The i>roi lem of providing 
an adequate number of qualified teachers for the medical colleges, 
'isualised in our proposals, is a serious one. There are, however, 
ivays in which it should be possible to overcome or at east reduce 
the difficulties which confront us. 

6. We have referred elsewhere to the All-India Medical Institute 
^hich, if it is brought into existence, will not only centre 

for the training of medical teachers but will comb: no ib* ' ^dqion 
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of the mo8t up-to-date hospital facilities for .the education of med|cai> 
graduates and opportunities for comprehensive research without which 
teaching and training must fail in their object. When this ceniro- 
is fully developed, it will, we hope, provide a steady, if limited^ 
stream of teaching personnel of the highest quality for the various 
medical colleges in the country. But before this restricted source 
of supply can be drawn upon, some considerable time must elaps#^ 
and in the meantime the Medical Colleges cannot wait with closed 
doors for the teachers they need. 

6. It may be possible to obtain a few from outside the country on 
short-term contracts, but it is extremely doubtful if this is likely to 
prove a fruitful source of supply. The conditions created by the war 
have seriously depleted the teaching personnel of medical colleges in 
Great Britain and the same is probably true of the United States of 
America. It would appear that the demand for both full-time and 
part-time teachers in medical colleges in the United Kingdom will 
be stepped up and as the Goodenough Committee has itself envisaged, 
there may not be enough to meet even British requirements for 
sometime to come. 

7. We do not consider it desirable to recruit persons merely becausa 
of their academic attainnoients if they do not possess teaching expe- 
rience and the general qualifications necessary for the higher gradea 
of professional staff, i.e., research work, specialist qualifications and 
teaching ability. If, however, it is possible under present conditions 
to obtain the services of such men from abroad, they should be 
recruited on short-term contracts to fill a gap which we must ensure 
is only temporary. It should be the definite endeavour of the State 
to provide all facilities for selected medical men trained in India to 
acquire such qualifications as are necessary to enable them to supply 
the bulk of the ordinary teaching staff of the medical institutions in 
this country. For this purpose, we would suggest that suitable 
persons with good qualifications should bo sent abroad for periods 
ranging from 6 months to 2 years to some of the leading medical 
schools in Great Britain or America to equip themselves especially 
to fill teaching posts. It should be possible to find people of the 
requisite calibre and qualifications in the country today and in 
attempting to do so, regard should be had to the Indian officers 
serving at present in the Army who must by now have accumulated 
a rich store of experience in many branches of medicine. It seems 
desirable that, if such persons are selected, they should have early 
priorffcies guaranteed them when the question of demobilisation is 
laken up to enable them to undergo abroad short courses of training 
as teachers. We are of opinion that,' ns soon as possible, an 
andeavour should be made to send about 200 selected members of 
the medical profession in India from the various provinces to 
countries abroad to acquire a knowledge of the methods of teaching 
and* up-to-date experience in their respective subjects on condition 
that they bind themselves on return to serve in the medicn^^ teach- 
ing institutions of the country. In particular, we would welcomo 
such arrangements being made in the following branches of study r 
Anatomy, Physiology, Bio-chemistry, Pathology, Bacteriology and 
Pharmacology. 

8. The facilities for postgraduate training and for research 
fomgn universities, which can be made available to our medical 
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graduates in, the coming years, will naturally be limited. It is there* 
fore essential that, in the interests of the country, such opportunities 
should be made use of to the fullest possible extent. The Central 
and Provincial Governments will naturally employ the oliiciui repre- 
sentatives of the former in London and Washington for the propejf 
‘placing' of their own scholtfrs. It is, desirable that those medical 
men who seek, independently of financial help from Government 
funds, similar opportunities for advanced training in those countries 
should have clear ideas as to the courses of study they desire to 
pursue and the institution in which they desire to prosecute them, 
and should have secured guarantees of admission to the latter before 
leaving India. We feel that in this way the limited facilities avail- 
able for training abroad will be utilised to the best advantage of 
India. We have been informed that, in the past, many graduates 
from this country used to arrive in Great Britain with no definite 
plan of worji and drift from one institution to another collecting a 
mass of diffuse knowledge, with little practical relation to their future 
activities in India. Our proposal is intended to minimise the 
occurrence of such eases. 

9. We hold the view that, ordinarily, no one should be appointed 
head of a department of study in any branch of medicine who does 
not possess a high post-graduate qualification, some recognized 
research work to his credit and has not also had opportunities of 
visiting foreign Universities for a minimum period of six months. 

10. In this connection, we would invite the attention of those con- 
cerned to the desirability of laying down carefully considered 
minimum qualifications for the various grades of teachers. Such 
minimum standards obtain in some of the Indian Universities and 
it should be the rule that no one should be appointed as a teacher 
who does not fulfil these minimum requirements. 

11. As a general policy we would suggest that the younger men 
should be encouraged in increasing numbers to acquire post-graduate 
qualifications in this country and that it should be made possible for 
the best of these, at a later stage, to round off their medical education 
by visits to foreign countries for periods of from 6 months to one 
year. 

(c) The Type of Doctor for the Future 

12. We have given serious consideration to a suggestion that in the 
conditions now prevailing in the country, there is room both for the 
fully trained doctor and a less elaborately trained type of medical 
man whose main recommendation would "be that he could be pro 
duced in larger numbers. 

13. The great lack of doctore leaves the bulk of the population of 
the country without medical service of any sort and it is contended 
that the insistent need, therefore, is to increase the supply of medical 
^en. In these circumstances, it is argued that a less elaborately 
trained doctor is better than no doctor at all and that such a doctor, 
though he may not be able to supply the same service as a more 
f^lly trained medical practitioner, can still make a valuable con- 
tribution to the health of the community in general and supply 
some measure of medical help to the individual who, but for hie 
wd, would be entirely without medical attention at the hands of 
exponents of the system of modem scientific mediome. 
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14. The “Feldsher’' type of doctor has proved a valuable part of 
the medical organisation in Knssia and there aj^pears to be no leason 
why he should not fulhl an equally (dfeetive purpose in this country. 
This is obviously a })oint of view wlucdi demands most careful consi- 
deration. It caimoL be ignored or overridden by an ox cathedra 
pronouncement. 

15. We have given considerab- lliongbt to tbe question and the 
couclnsion which the very large inaj.c-it;. ci' onr members has arrived 
at is that, on the whole, having regard to the limited resources 
available for the training of doctors, it would be to the greater ulti- 
mate benefit of the country if those resources were concentrated 
on the production of only one and that the most highly trained type 
of doctor, which we have termed the “basic” doctor. We have 
made detailed recommendations, later in this chapter, regarding bia 
ifcraining. 

16. The following are some of the considerations which have influ- 
enced this conclusion: — 

(a) No one, it is believed, would suggest that the expedient of 
having a corps of less completely trained medical men should be 
resorted to if fully trained doctors were available in requisite num- 
bers. Tt must, therefore, be assumed that such an expedient is 
proposed as a temporary device and not as a permanent feature of 
the medical organisation of the country. Its value, ('ven as an 
interim expedient, is open to varying assessments. 

Clearly, if the argument of numbers is the decisive consideration, 
Jhen its validity must vary inversely with the standard of the train- 
ing given. The lesser the training and hence the more rapid the 
production of such a doctor, the stronger would of course be the 
argument in support of such a plan. Whatever may be the inten- 
tions of the exponents of the view that there should be two grades 
of doctors, there will always be the temptation to increase numbers 
by lowering the standard of training. Such a tendency might well 
lead to deplorable consequences. On tbe other hand, if the shorter 
training is to extend to four years or slightly less as compared with 
the 5 years for the “basic” doctor wo contemplate, the advantage 
to be derived from larger numbers may be so attenuated as to be 
hardly worth achieving. 

(b) Our “basic” doctor’s training includes, as an inseparable 

component, education in the community and preventive aspects of 
medicine. A hastily manufactured doctor is not likely to be able to 
find time for effective training in these departments of health acti- 
vity which we all consider of vital importance. It is open to 
question whether the ultimaki benefit to the wider and more funda- 
mental interests of the community derived from i: smaller number 
of better trained doctors, adequately fitted Mil the comprehen- 
sive role we are laying down for them, wib >, grent^r than that 

resulting from a larger number of doctors ny their inadequate 

training, would be unfitted or at least far ]< ,8 fitted for the wider 

uties v'hich the doctor of the future must be capable of discharging. 

(c) With the limited training facilities at our disposal, whicS 
are not susceptible of immediate expansion on any very substanflrf 
scale, the diversion of a medical educational insli! . tion from the 
ifcask of producing fully trained doctors to one cf j/rudu'' a lyp® 
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of personnel with inferior training is to be deprecated, for it must 
inevitably postpone fulfilment of the ultimate aim which may ba 
defined as a complete health service for the community at the handi 
of a fully trained and competent staff. 

(d) A doctor with the *basic* training proposed by us, supported 
by adequate and efficient technicians and otlier ancillary personnel^ 
is capable of extending his sphere of public utility to an extent 
which would be quite beyond the capacity of an imperfectly trained 
doctor and this fact may largely discount the argument of niirabera, 
on which the advocates of the view that any kind of doctor ii 
better than none rely. We therefore consider that the limited 
funds likely to be available will be much more advantageously 
utilised in training larger numbers of essential ancillary personnel, 
without whom a doctor’s sphere of utility must be strictly circums- 
cribed, than on merely producing larger numbers of a less effectiy# 
type of medical man than the ‘basic* doctor. 

(e) An im])erfectly trained doctor is likely to forget his limita- 
tions and to attempt medical ministrations beyond his capacity to 
the possible detriment of the public. 

(f) The production of two types or grades of doctors is to b# 
deprecated on general grounds. The doctor with a lower status tends 
to devedop an inferiority complex and a chronic discontent which 
cannot but be inimical to good work. 

(g) We liave had overwhelming evidence in favour of having only 
one grade of doctor — the highest. 

(h) The licentiate class has done yeomen service to the country but 
the Associations of Licentiates have been unanimous in the view 
that this class of doctor should not be perpetuated. 

(i) The acceptance of this view by two Provincial Governmentg 
when Congress Ministries were in power and the movement toward* 
it by others seems to indicate that there is a powerful volume of 
practical administrative experience against the alternative which haa 
been fully tried out. 

(j) This view, which we have accepted, is not based on purely per- 
son^ grounds. It takes into account the eilect referred to above, 
wliicli cannot but be reilected in a doctor’s work if he is dissatisfied 
with the conditions under which he has to carry on his professional 
duties, with the status of comparative inferiority wdiich he must 
inevitably occupy as compared with the medical graduate, and if he 
is constantly labouring under a real or fancied sense of grievance. 

17. While, therefore, w’e feel that the dissenting view held by six 
of us merits every consideration, the rest of us are of the opinion 
that the balance of advantage lies indubitably with the conclusion 
that taking the longer view, ii is in the best interests of the com- 
munity that the available facilities should be concentrated on the 
production of one type of doctor with the basic education we are 
recommending. We attach the minute of dissent on this question 
signed by those of owr colleagues who do not agree witli the view of 

majority. We venture to think that there rcAlly no funda- 
mental disagreement between the views of the majority and 
of the dissenting members. The majority contemplate that it yriHt 
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be ten years before the training of licentiates can be completely die* 
continued, while the minority, who also agree that such discontinue 
ance is desirable, merely suggest that a longer period should elapse 
before the licentiate class ceases to be produced. 

Two other notes on this subject are also appended at the end of 
this section. 

(d) Portal 01 Entry into the Medical Profession 

18. At present the portal of entry to the medical profession is either, 
through the University or through Examining Boards which control 
paedical education. We have just recorded the conclusion tha| 
there should be only one type of doctor for the futiure and that be 
should receive the highest type of training. We consider therefore 
that there should, hereafter, be a single portal of entry to the 
medical profession and that portal should be the Unive^ities. We 
are confirmed in this view by the reasons advanced by the Inter- 
Departmental Committee on Medical Education in Great Britain 
in support of university medical education. This is what the Com- 
mittee has to say on this subject: — 

“We recommend that in future only medical schools that are 
integral parts of Universities should undertake the 
training of undergraduate medical students. To agree 
to the training of medical students in institutions which 
are not parts of Universities, is to support the belief 
that doctors can be produced in intellectual circum- 
stances that are not the best that the community pro- 
vides. We cannot accept such a belief. Medicine is a 
branch of human thought and activity that demands 
and provides opportunities for the fullest development 
of humanistic and scientific talents. It is a branch of 
higher learning and the most favourable training ground 
for those who follow it is in the recognised centres of 
higher learning — the Universities. We are certain thal 
it is as full p«articipants in the life of Universities, having 
close associations with those following other branches of 
learning, that teachers of medical students will receive 
the strongest stimulus to give of their best, and medical 
students will be encouraged to develop those qualities of 
mind and character that make a good doctor. A Univer- 
sity Medical School presents the most favourable condi- 
tions for maintaining and improving educational stand- 
ards; for securing a consistent selection of good 
students; for attracting teachers of the highest calibre 
to the responsibilities of medical education, and for 
keeping alive their enthusiasm. It provides the besi 
means for effecting essential contacts between teachers 
of Medicine and persons working in other spheres of 
learning, particularly the natural and social sciences; 
for ensuring the provision of accommodation and equip- 
ment of a standard and on a scale that is required; and 
for diffusing beneficial educational influences throughoui 
the health and hospital ^ . 

-^Strohgly comn^feiltt' this view and suggest that the only channel 
In India for the grant of medical qualifications should be the 
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•Universities. They are chartered bodies which will act in conformity 
•^th the standards laid down from time to time by the All-India 
Medical Council and which will be in a position effectively to control 
the pre-medical and medical standards of education required for 
the type of doctor which the country needs. 

(e) Oo-educaition 

19. Co-education in Medical Colleges is a subject on which we think 
it necessary to express our definite views. Except the Lady 
Sardinge Medical College for women at Delhi and the Vellore 
Missionary College, which we understand will shortly be made 
a co-education centre, all other colleges in the country admit both 
men and women. In some of the latter, the proportion of 
women to men is 1 to 2, while in others only a very few women, 
half a dozen or at the most 10, have so far been admitted each year. 
We must ask ourselves the question whether, in a profession like 
medicine, it is not desirable to have co-educational institutions and 
whether it is really in the interests of the future woman doctor that 
she should be trained in a purely women's medical college. At 
ifchh Lady Hardinge Medical College, women students receive aU 
their training in a hospital exclusively for women except for a short 
8 months' course at the Irwin Hospital where the Superintendent 
gives clinical demonstrations in men's wards. There are two aspects 
to this question. A complete course of training for women in' any 
medical college is more likely to be ensured if the hospital to which 
it is attached has beds for men as well as women, for, in the 
opinion of many, there are diseases which can be studied more 
effectively in men than in women. The Woman's College, there- 
fore, which is without a proportion of beds for men, cannot function 
with the same efficiency as a college where hospital facilities are 
provided for patients of both sexes. 

20. The second consideration is perhaps even more Important. 
Women doctors, in the exercise of their profession, cannot confine 
themselves rigidly to contacts with their own sex. When their 
work takes them into the homes of their patients, contact with the 
male members of the household may often be inevitable and indeed 
sometimes necessary in the interests of their patients. Moreover, 
with the larger emphasis that will hereafter be placed on social 
medicine, the woman doctor of the future must of necessity know 
how to move with men and women alike, of all classes and condi- 
fioDs, must cultivate tact and savoir faire and be able to hold her 
own in difficult circumstances in w'hich she may often find herself, 
A co-educational institution is, in our opinion, the best training 
ground and preparation for the work that lies before a woman 
doctor. 

21. It seems, therefore, highly desirable that the policy in future 
•hould be to encourage co-educational institutions. But conditions 
being what they are and the demand for women doctors being great, 
the need for women medical colleges will remain for some time. 
In any case, the provision within the same campus of beds 
for men, medical, surgical and perhaps some of jbhe special- 
ities with a proper out-patient department if necessary, seems 
^visable so. that students may have access to male as well aa 
female patients for purposes of study and observation. We reoognisei 
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however, that there are other considerations which will have io 
given due weight in coining to a decision in this matter. 

(f) Entry into Medical Colleges 

(i) Women, — 22. The need for women doctors in this country cannot 
be over-emphasised. Except in the Province of Madras, however, 
women receive no special encouragement to take to the profession 
of medicine. Nor do the provinces have any definite rule as to the 
number of women to be admitted into medical colleges. In Madras 
women are exempted from the payment of fees at the three Stale 
Medical Institutions and l/3rd of their admissions are reserved for 
women. The result of the large number of women students being 
trained in these colleges has been that they have provided the 
recruiting ground for women medical personnel for various States > 
and many Provinces outside Madras. We feel that having regard 
to the great need for women doctors particularly in Northern India, 
all colleges should reserve a proportion of admissions every year for 
women if there are suitable applicants. We realise that there is 
greater wastage in the case of women than in the case of men. 
Women students sometimes leave in the midst of their studies to 
marry and settle down in life, while others after qualifying, for 
domestic or other reasons, tend to drop out of fche profession more 
frequently than men. While taking all these factors into considera- 
tion, we still think that it will be in the national interest if from a 
quarter to a third of admissions to the large proportion of medical 
colleges were reserved for suitably qualified women candidates. In 
certain cases, it may be found advisable even to increase this per- 
centage of reservation. We would, however, lay emphasis on the 
cardinal principle which should apply to all entry into medical 
colleges and which we set out below — the principle of merit tempor- 
ed, where necessary, to provide for communal representation. 

(ii) Men. — 23. The fact which faces us most prominently today is 
the disproportionately large number of applicants for admission 
compared to the number that can possibly be admitted. It is not, 
therefore, strange that the methods of admission should be of special 
interest and should have come in for considerable criticism. We have 
been informed that, in many cases, admission is influenced by 
^considerations which have no connection whatever with the raerite 
cf the candidates. We need not expatiate upon the evidence thal 
has been given to us in this connection. We would only point 
out that the capacity of the medical teaching institutions in the 
country will continue to be limited for a considerable time to come, 
even after our recommendations are accepted. With the number 
of applicants for entry larger than the number of vacancies avail- 
able, admission must inevitably assume a competitive character. It, 
therefore, appears essential to us that, as far ns possible, the appli- 
cants best qualified to make use of the opportunities provided and 
knost likely to fulfil the requirements of the doctor we need, should 
alone be taken into the colleges. In other words, merit should, so 
far as possible, be the test for admission. We realise that there are. 
factors which militate against the application of this principle b 
Ifo entirety. Communal considerations cannot be ignored in the pro- 
lent state of the country much as we may deplore the intrusion of 
this principle into the field with which we are dealing. We are, how- 
ever, united in the suggestions we put forward in regard to the* 
tnethod of making admissions to medical training instituttoBB. in the^ 
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country. We understand that the competitive or selective principle 
|s likely to be adopted in the United Kingdom if the Goodenough 
Committee's proposals are accepted and we have had it on the autho- 
rity of Dr. Ognev, the Soviet Bepresentative, that selection baseS 
purely on merit, regulates entry into the medical training institutiona 
in the Soviet Union. We feel that a satisfactory compromise between 
this principle and the general feeling that minorities should be given 
a fair chance of entry into the profession would be achieved if a plan- 
on the following lines were adopted. 

24 . A percentage of admissions to every medical training institution- 
should be by pure merit alone, whatever the test that might be- 
adopted. This proportion may be about one-third of the total vacan- 
cies. The rest of the vacancies may be divided among the communi- 
ties and in the number selected on such communal basis no accoun|» 
be taken of those who secure admission on the basis of pure merit. 
For instance, if 80 per cent, of entrants from the open examination 
or admission test belong to a particular minority community, that 
minority community should not be denied its proper proportion of 
the remaining vacancies. The same applies of course to a majority 
community. It is however essential that even in the case of the 
minority communities, the communal proportion should be subjected 
to the test of merit and the best qualified from among a particular 
community's candidates should be selected for admission. Favour or 
influence should play no part in securing entry for a candidate, 

25. We do not feel justified in formulating details of the admission 
test. This may well be left to the Universities. We should, how- 
ever, say that any test which does not provide for assessing a candi- 
date's personality, initiative, pow^ers of observation and independent^ 
thinking will have largely failed in its object. A candidate'* 
academic record should be given due weight, but charactc'r, physical 
fitness and athletic attainments should not be left out of account. 

(g) Tbe Cost of Medical Education 

26. There is no doubt that the long course through which a student- 
must pass before he is equipped to practise as a doctor, imposet a 
heavy financial burden upon those responsible for his education and- 
In many cases the result may be to shut out the prospect of a medical 
career for those of limited means however suitable they may other- 
wise be. We feel that, apart from the injustice this involves for the 
individual, it is not in the interests of the State that economic barrlen 
alone should prevent those otherwise -well equipped to do so from 
taking part in work of such value to the community. This aspect of’ 
the question is now impressing itself more and more upon those res- 
ponsible for medical training in other countries and the trammels of 
the past are being cast aside in favour of more rational thought and 
action. In Russia, medical education is free and, in the Uniteifr 
Kingdom, the Goodenough Committee has recommended that one- 
third of the admissions to medical educational institutions should be 
free. We realise that even partially free medical education must 
Ji5apose a heavy financial burden on the revenues of the State, but' 

view of the necessity for increasing the number of doctors in tbe 
country and for ensuring the maintenance of their quality, wo feel" 
that it would be unwise in the interests of the nation not to face Ibs^ 
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bill that may be involved. We have recommended that admis- 
sion to medical colleges should be regulated by a test with a view to 
the selection generally of the best qualified among those competing 
tor entry, and we feel that it should be possible to evolve a system of 
providing the means of paying for their education, fair to the indivi- 
dual, advantageous to the community and not too burdensome to the 
State. We take into account the fact that if our recommendations 
are accepted, the demand for doctors for the next quarter of a century 
-at least will be so heavy that if the State Medical Services, which 
we have visualised, materialise, it will be possible to absorb the entiiB 
output of the medical colleges for State service in this field. Bearing 
tihis consideration in mind, we suggest that all student entrants info 
medical teaching institutions should be given the guarantee that, if 
they complete their course satisfactorily and are otherwise suitable, 
they will be assured a place in the public service with specifically 
•defined prospects. Those who do not wish to avail themselves of this 
offer, should be left to bear their own expenses. Those, on the other 
hand, whether men or women, who are prepared to enter the service 
of the State on the satisfactory completion of their course of medical 
training on such terms and conditions as may be laid down, should 
be given a sufficient allowance to coyer not only the cost of their 
medical education but also their maintenance as well. An annual 
provision of Rs. 1,000 per student should be sufficient for this pur- 
pose. Assuming the course of study to extend over 5 years, it vill 
mean that each student will cost the country Rs. 5,000. It is sug- 
gested, however, that this should not be an outright grant. Half, 
or if this is considered too little, two-thirds of this amount should be 
recovered from the recipient over a period of 10 years in easy instal- 
ments, the balance being written off. The loan would be free of 
Interest and the individual would have to enter into a bond to serve 
the Government for at least 10 years. Failure to carry out this con- 
dition of service satisfactorily would entail recovery of the entire 
amount advanced to the student. We feel that, in this way, the 
door should be opened wide to all those who have the ability and are 
willing to serve the State and themselves by entering a profession 
which is so essential for the welfare of the nation. 

27. We realise, however, the great obstacle which lack of funds is 
likely to interpose in the way of this recommendation being carried 
out. While we should like to see the subsidy paid to all entrants 
because of the difficulty of applying a means test, financial considera- 
tions may make this an impractical proposition to begin with. We 
have, therefore, made provision in our estimates for the payment of 
fhe subsidy to only about 60 per cent, of the entranlEs. These would 
have to be chosen from those least capable of paying their own 
expenses. 

A certain proportion of bad debts will be inevitable, but this is » 
email price to pay for the object we are endeavouring to achieve. 

* (h) Salaries of Teachers and Tenure of Appointment 

28. To secure the right type of persons, it is of course essential tbsi 
adequate salaries should be paid. As we have explained elsewhere, 
wre are not in a position to indicate with any assurance what the 
scales of pay should be, but have taken certain tentative fibres as 
ake basis of our financial estimates which may call for iqqdificafios 
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in the light of the comprehensive investigation mto the general ques- 
tion of salaries, which we are suggesting. We would also emphc4rize 
|hat full-time heads of departments should be appointed to ^ every 
department of study, clinical and pre-clinical and that conditions of 
-service should be such that there are reasonable facilities for research, 
for periodic visits to different training centres in India and abroad, 
«nd for opportunities of post-graduate teaching as well. Should our 
suggestion to send 200 doctors abroad with the least possible delay 
be accepted, we feel that within the next two or three years, a suffi- 
cient number of trained personnel will be available to supply the staff 
for many of the medical colleges we envisage for the country and if 
the system be continued, of sending abroad a certain number of 
Indian doctors every year till such time as the medical colleges in 
India are in a position to afford all the necessary facilities, there 
should be no difficulty in recruiting a suitable type of teacher for the 
medical colleges contemplated in our short-term proposals. 

(i) Medical Besearch in relation to Medical Education 

29. The organisation of medical research for India will be dealt with 
•separately but the relevant question here is how far the medical 
colleges should interest themselves in medical research and what 
place medical research should find in a teaching institution. Every 
college of medicine should perform the three-fold duties of (a) train- 
ing under-graduates, (b) training post-graduates in certain spheres of 
medicine, and (c) encouraging and fostering medical research in the 
teaching centres. We consider the last as one of its most important 
functions as without research in a medical teaching centre, the 
quickening atmosphere needed for encouraging original thinking in 
students and teachers, for instilling into them the need for the culti- 
vation of the habit of enquiry and proper deduction and for stimulat- 
ing observation would be lacking. It is unfortunate that, at present, 
medical research plays a very subordinate part in most of the medical 
•colleges in this country. This is, however, not altogether the fault of 
these institutions. There has not been adequate encouragement nor 
have facilities for research been always sufficient, while paucity of 
staff has thrown much routihe work on the teachers, leaving them 
little time or energy to devote to the task of research. At the same 
time, it must be confessed that research could have been done in a 
much larger measure if a greater amount of interest and initiative 
had been developed in the different medical colleges. We feel flia? 
medical research in teaching centres is so important that every 
encouragement should be given to this side of its activities and we 
recommend that the following measures should be taken for this 
purpose : — 

(1) There should be at least one full-time member of the staff in 
charge of medical research who will be able to co-ordinate the 
different forms of medical research that may be done at a teaching 
centre and give advice and help where necessary. 

(2) A number of young medical graduates, showing a special 
aptitude for this type of work, should be given scholarships for 
periods ranging from S to 5 years to pursue medical research at these 
institutions. 

(3) Those who show special aptitude for and interest in research, 
.should have an opening for continuing research as a life work. 
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(4) The different departments should have, at their head, full 
time Professors who have research achievemSitB io their credit and 
these Heads should not be over-burdened with routine work. 

(5) There should be periodic Group Conferences of the teaching' 
staff of each institution including Surgeons and Physicians, Obstetri- 
cians and Specialists and the staffs of the departments of Pathology, 
Bacteriology, Pharmacology and Biochemistry. There should also be,, 
in each medical college, a Board to stimulate medical research and 
to lay down and co-ordinate programmes and policies in regard to ij. - 

(6) The special equipment and facilities needed for carrying on 
medical research should be supplied to all teaching centres. 

(7) Funds for the purpose of research must be made available 
through a central agency. 

(j) Size of Medical Colleges and of the Hospitals connected with them 

80. It is ordinarily an uneconomical proposition for any college to 
have less than 50 students, while 100 should be considered the 
optimum number for admission. If our recommendations are 
accepted in regard to both the new colleges and the improvement of 
existing institutions to bring them up to the level we contemplate, 
it should be possible for these colleges to open their doors to a far 
wider number than are being admitted today. We have suggested 
that the optimum number should be 100. This, at the rate of 10 
beds to one student would postulate a 1,000 bed hospital, which we 
recommend should be aimed at in connection with all medical colleges 
suggested by us. But we also recognise the dire need for increasing, 
at the outset, the number of doctors. We have also to take into 
account a certain amount of wastage and we would, therefore, sug- 
gest that during the initial stage, which may possibly extend for 
many years, the intake should be not 100 but if possible 120. When 
the position has eventually been stabilised in regard to the number 
of medical men required, then admissions may drop to the optimum 
considered advisable to secure the greatest attention to the needs of 
the medical student. 

81. In referring to the hospital required to furnish the basis for a 
teaching centre, we would emphasize two important considerations 
which should be borne in mind. A teaching centre including a college 
and the connected hospital should preferably be in the same campus, 
so that a student may not be forced to waste time and energy in 
running from hospital to hospital and from hospital to college for 
the different specialities. A large general hospital with practically 
all the specialities in the different wines in the same campus and 
with a bed strength roughly of 900 to 1.000 beds is the ideal to be 
approached. Except for the iiwo specialities of infectious and 
mental disease, the hospital should be self-sufficient in all other 
respects and should be in very close proximity to tha college proper. 

(2) Irnrses 

82. The need for nurses is even greater than that for doctors. There 
are no more than about 7,000 nurses at present and for the imple- 
mentartion of our scheme, we shall need 80,400 by the end of our 
Sen-year programme, including public health nurses for outdoor duties- 
Here also in our opinion, a State service holding out reasonable pros- 
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•pects of a life's career is the only means of assuring the availability 
of trained personnel of this category where it is needed. We must 
emphasize that our whole plan may be gravely jeopardised or at least 
seriously handicapped if it is unable to command the nurses which it 
requires. 

88. We feel that it is even more essential, in the case of nurses, to 
provide conditions whieh will attract women of the right type for this 
honourable professiorn which occupies a position of such crucial im- 
portance in our sc b cine of preventive and curative health organisa- 
tion. We shall discuss this matter in greater detail later in this 
chapter. 

84. A provision at the rate of at least Es. 60 a month, to help to 
'Cover the cost of maintenance and training, should be made available 
for all suitable candidates. This will entail a total cost of Rs. 2,160 
for the three years course of training in the case of each individual 
and we suggest that half of this should be treated as a loan and 
should eventually be recovered on the same general conditions as we 
have recommended in the case of doctors. We do not, however, 
conceal from ourselves the difficulties which, despite such assistance, 
will confront recruitment of adequate numbers to this branch' of 
service, at any rate in the earlier years. 

85. What We have said in regard to State service and under-train- 
ing subsidies applies generally to the ephemeral class of the health 
visitor who will in time, we hope, be substituted by the public health 
nurse and also to the midwife. 

MINX7TES OF DISSENT 
I 

We are unable to support the conclusion of our colleagues that 
would be to the greater ultimate benefit of the country if the limited 
resources available for the training of doctors were concentrated on 
the production of the most highly trained type. 

Our survey has revealed a grave shortage of trained medical per- 
sonnel of all types and we are deeply impressed by the necessity for 
making a supreme effort to increase their numbers to the maximum 
extent in the minimum time. 

We agree with our colleagues as to the advantage of having one 
single type of doctor with a basic five years training in the curative 
and preventive aspects of medicine ; but in view of the over-all 
shortage of doctors we feel that the early realisation of this ideal mus| 
be sacrificed to the immediate needs of the country. We are aware 
that the organisations representing the licentiate doctors ha*ve re- 
commended the abolition of this class, but n'>ld point out that the 
reasons for this recommendation are certain gnevances relating to 
professional status and treatment. 

We do not regard the licentiate as ‘‘an "itiy” or “hastily 

manufactured “ doctor. It is true that his trainiug ic; -^ot as complete 
as that of the basic doctor, but it has enabled hini h* render meri- 
torious service in the past. Several distinguished medical officers 
have now, during our discussions, expressed the opinion that by 
suitable modifications in the curriculum an effective medical Iraining 
be given in 8| years, including a six months* internship. 
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Oul* colleagues have been strongly influenced by the recommenda- 
tions of the Goodenough Committee in the United Kingdom. .While^ 
acknowledging the authoritative nature of that Committee’s report, 
we must point out that it deals with a highly industrialised and deve- 
loped country wKere conditions differ widely from those in India. 
In our view, the experience of the U. S. S. K., where conditions are 
comparable with those in India, is a more helpful guide. Itemarkable 
progress in the provision of public health and medical relief service®, 
to the people of that vast country has been made in the last 25 
years. During the greater part of that period, the training of medi- 
cal personnel was undertaken on a mass scale, by utilising unorthodox 
methods aiid accepting wide variety in the duration and standards 
of the courses prescribed. The result was that while in the years 
1928 to 1932, the output of doctors was 42,000, during 1933 — 37 it had 
increased to 09,600; and other types of trained personnel showed 
similar increases. Thus, in 1938 it was possible for the authors of 
the Third Five Year Plan to place in the forefront of their programme, 
the improvement of the quality and standard of training and a steady 
increase in the higher grade medical schools. 

This experience suggests to us that we should be prepared to use 
every possible means in India, including the adoption of a shorter 
licentiate course, to increase, both rapidly and substantially, the 
production of trained medical personnel. Once the output of such 
personnel has sufficiently increased, then it will be possible to place 
greater emphasis upon the quality and length of training and to 
insist upon the production of basic doctors only. Such a policy would 
make possible the fulfilment of both the short and the long term 
programmes at an earlier date than is at present envisaged in this 
report. In fact it would speed up considerably the progress of all 
our schemes. 

We recognise that the U. S. S. R. has a highly centralised and 
authoritarian government which is able not only to plan but also to 
execute the plan it has made. In India, on the other hand, the 
adoption and execution of our plans and programmes will be mainly 
the responsibility of Provincial Governments. We ean only therefore 
express the hope that they will share our view that the imperative 
and fundamental need in India is the large-scale production of trained 
medical personnel of all kinds, in as short a time as possible, and 
that this may necessitate the toleration, for the time being, of lower 
standards and shorter courses of training than they would ordinarily 
prescribe. Such a policy will he fully justified if it results m really 
rapid and substantial improvement in the health services of the 
country. 


F. E. JAMES. 
VISHWANATH. 
P. N. SAPRU. 
N. M. JOSHI. 

L. K. MAITRA 
A. H. BUTT. 
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II 

One fifth of thiB planet's population is cooped up in India. One 
lientb of this population lives in cities and nine tenth is dispersed 
over six lacs of villages The medical service of the people, poor 
enough in urban areas, is deplorably deficient in rural areas. The^ 
country as a whole possesses but one tenth the number of doctors 
she should have if Western standards of medical service prevailed. 
This enormous deficiency is further aggravated, so far as the rural 
population is concerned, by nine tenth of the available doctors con- 
centrating in the cities and only one tenth being left to serve tlie vast 
rural population of this subcontinent. Poor communications and 
economic want interfere greatly with free utilisation of even thia 
very meagre personnel. 

Nearly two thirds of the total number of registered medical practi- 
tioners in India are Licentiates and the rest graduates. The former 
have been an important indigenous feature of the growth of W estem 
medicine in India and no section of the profession in the counti^ 
have greater service of humanity or medical science to its credit. 
There is no doctor of eminence from the non -licentiate group whose 
compeer or better could not be found in India from amongst thfe 
licentiates. They occupy through their merit and service, a place in 
the affections of our people to which unbiassed citizens from all 
strata of Indian society, particularly rural, would gladly bear, 
testimony. 

The question of post-war improvements in medical education, ha& 
been considered recently in England by the Goodenough Committee. 
Two classes of medical practitioners, licentiates and graduates, have 
existed in England, as iji India, for over a century. The Goodenough 
Committee has recorriinonded the abolition of licentiate teaching in 
England. This recommendation has influenced greatly several 
members of our Committee. In a hurry to conform they have un- 
fortunately ignored the fact that the Goodenough report describes 
the proposed abolition of licentiate teaching as the “liiial stage" of 
an "evolutionary development”. We are of the opinion that thaj 
final stage of evolutionary development is not one of India s achieve- 
ments yet. Neither in the medical sphere nor in the more funda- 
mental spheres of ecoTiomic, social or political organisation, can India 
claim to have attained the evolutionary development that the Good- 
enough Committee Report claims for England. From the point of 
view of medical development, India is said to stand today where 
England stood 100 years ago. The U.S.A., 75 years ago and Russia 
in 1917. England was in no hurry in the last 100 years to abolish 
the produetion of licentiate doctors, why should India be coerced tc- 
take this step on the eve of momentous changes in its future? 

An important feature of evolutionary development in England was 
progressive urbaTiisntion. Only 20 per cent, of England s population 
Was rural before this w^ar. It is 90 per cent, in India. England with 
her high urbanisation percentage, is only contemplating giving up 
Licentiate production now. If Japan with 50 per cent, urbanisation 
of her population stuck to Licentiate production, if Russia wnth vasi 
stretches of territory and a vast rural population has perfected rural 
medical relief by ' strengthening enormously her production of 
Feldshers (medical assistants), why must India abandon a well tried 
and useful institutMm? 
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The following paragraphs answer arguments, cited on pages 
§40-41 of this report: — 

As for argument (a) on page 340, we must state that 
>76 consider that our licentiates, vis-a-vis our graduates, represent the 
same range of medical eoinpetence as the licentiates and graduates in 
England. One may, if one wishes to indulge in unnecessary compa- 
risons, designate groups as more or “less completely trained’* but 
after one has begun medical practice the label may soon shift. The 
licentiate may prove, as he not unoften does, more completely trained 
than the graduate. 

The central fact to realise is that our requirements are so vast 
.that there is full room for all types of medical personnel in our 
country. 

In ‘'a statistical study spread over 6 years in Bhopal State, it 
was found that 83 per cent, of the total ailments were amenable to 
•imple treatment, if given in time, that 13 per cent, needed hospital 
care, and that 4 per cent, required specialised treatment**. This 
investigation suggests a range of usefulness for licentiates which must 
make opposition to their employment at primary and other centres 
a pure exhibition of prejudice. 

So far as “the temptation to increase numbers by lowering the 
'Standard of teaching** is concerned, the Eussian example is worth 
close study. There are phases in the programmes of development 
of backward countries, which may demand varying emphasis on the 
quantitative and qualitative aspects of achievements, at different 
liimes and under different conditions. Within limits standards can 
be made to suit dominant requirements. The contemplated “basic 
•doctor's" training is about the same as that of a medical graduate 
in Russia and within 20 years that country has raised her number of 
graduates from 19,000 to nearly 1,40,000. Simultaneously they have 
produced 3*6 Feldshers for every doctor trained. We have in India 
2,600 out-patient dispensaries which are -mostly incharge of licenti- 
ates. Russia has 48,000 dispensaries, the independent charge of which 
Is held by Feldshers. 

As to para, (b), the practice of commimity and* preventive 
inspects of medicine has a range, like other applied sciences,* 
within which the licentiate can usefully function. The licentiate is 
quite competent with a small orientation course to do justice to these 
particular aspects and this teaching can also be fitted into his under- 
graduate curriculum without trouble. The community and preventive 
aspects of medicine are merely the applied aspects of fundamental 
sciences which are to a substantial extent integral parts of the exisl- 
ing curricula of licentiate teaching. The rest of the arguments in 
this paragraph and in paras, (o), (d) and (e) are an explanation of the 
dangers attending the production of more than one category^ of 
doctors. If there be any force in these prognostications, Russia — 
the foremost exponent of the utility of the two grades of medical 
personnel — ^^should have been ruined from a health point of view. On 
the contrary, its perfection of public health and medical serviceSt 
working for its rural and urban population and the Army, hove h®co 
the envy of the whole world. She has raised the number of medical 
colleges, which were eleven in the Tsarist regime, to seventy-two 
find schools from sixty-five to nine hundred and eighty five* 
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The argument to create a classless profession to eliminate inferio- 
rity complexes, looks superficial, when read in the context of the rest 
of the Eeport, the organisation section of which gives ample evidence 
of hierarchies, insuring perpetuation of .the complexes denounced. 

So far as the demand on the part of the Licentiates for the aboli- 
tion of their class is concerned, its genesis lay in the fEulure on the 
part of the administration in the past, to attend to their genuine 
grievances. Bather than remove these the group has been encouraged 
to commit suicide. 

The consequences of licentiate discontent are not to be borne by 
agencies concenibd with the genesis or continuance of the discontent, 
but are to be visited on the dumb millions of the countryside, who 
are to be deprived of licentiate service. 

A similar situation had arisen in Russia. Although Government 
of that country had also very nearly ordered the abolition of this 
class but before final orders were issued, a scientific examination of 
the demand was ordered, ft was found that grave injury to public 
health and medical relief would result by the abolition of this class. 
Orders were consequently issued to increase the number of f'eldsher 
Medical Schools which were gradually raised, from sixty five in 1915 
to. nine hundred and eighty five in 1941. 

So far as the argument of the support of the two Congress 
Ministries to the abolition of this class is concerned, it must be 
stated that the step was taken first in Madras where the medical 
portfolio came to be held by a Licentiate Minister.* The U.P. 
followed this lead unthinkingly, for it was the province with the 
poorest arrangements for rural medical relief in India and needed 
licentiates most. Its Governor when interviewed by members of the 
Health Survey and Development Committee, who toured his province, 
deplored the abolition of licentiate teaching in his province, further 
this matter could not have been considered by the Central Organisa- 
tion of the Congress. Its members claim to be friends of the poor. 
How could they give precedence to the demand of a Trade Union 
like the Licentiates Association, priority over the interests of the 
rural masses? It is difficult to imagine, that looking about for world 
experience, Messrs. Gandhi, Nehru or Azad, could have ignored the 
positive achievements of Russia in this field. 

Note must be taken of the fact that while a majority on the Health 
Survey and Development Committee can abolish the licentiate, they 
cannot prevent other practitioners, practising a variety of systems of 
medicine, taking his place. This has already happened in Congress 
Provinces,^ particularly those which have banned licentiate teaching. 
So far as indigenous systems of repute like the Ayurvedic and Yunani 
are concerned, their teaching is passing on to institutions which 
combine elementary courses of training in basic subjects of the 
medical curriculum with Materia Medica and Therapeutics of the 
mdigenous systems. Sociology and economics often determine the 
patient doctor relationship. Under existing conditions the licentiate 
will be replaced mainly by Vaids and Hakims. Already hundreds of 
them are being employed by Government for inoculation work etc 
previously done by medical men. This will raise the question of 
the extent to which these systems will have a claim on Government 
support. The virtual shelving of this question by the Health Survey 
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and Development Committee will be no help when the actual appli- 
cation of crores of public money to problems of health and medicfd ^ 
relief takes place in the provinces and at the centre. The “basic'" ^ 
doctor will not willingly fit into the rural scheme, except under j 
conditions of destitution. 

Since the scheme proposed for Medical Ilelief and Public Health 
ts to benefit only a section of the population (one fifth for the first 
three years and one half slowly in 10 years) and is supposed to absorb 
the entire output of all the existing Medical Colleges as well as the 
sublimated Medical Schools. Public Health and Medical Relief 
over the remaining four fifth to one half of the country, for which no 
medical colleges or schools will work, will atrophy. There will be no 
personnel like the hcentiates even, to help the regions and institu- 
tions which will come under neglect. The chaos created by the end 
of ten years need not be considered, for the country by then would 
have entered the period of the long term programme, the details 
of which like tliose of other millenia, must of necessity remain 
nebulous. 

The decisions of bodies, like the Health Survey and Development 
Committee, are often taken not so much on facts garnered or their 
evaluation, but on ideologies which dominate the minds of the 
members. They must have the Goodenough Committee findings 
prevail, even though there be so little common between the educa- 
tional, economic, political or medical development of England and 
India. Russian experience and achievements must be ignored, , nay 
i ejected, even when the fate of institutions common to both Russia 
and India, such as medical schools for licentiates, was concerned. 

Lt. -General J. B. Hance and Lt.-Col. D. P. McDonald published 
a memorandum for the consideration of our Committee in which they 
said “The basic problem is now to raise 260,000 doctors, 770,000 
nurses, 69,000 Health Visitors and 85,000 Midwives. For the answer 
we should not look to the prosperous and highly civilised communi- 
ties of the United Kingdom and United States of America for our 
models. Our difficulties are shared by Russia and China". Accord- 
ing to these officers there was in Russia “A realisation that they could 
not dispense with the Feldshers", 

But the Health Survey and Development Committee decide that 
India must dispense with this class. They fear to emulate the 
Russian example. 

Our specific recommendations are as follows: — 

1. Keeping in view^ the very urgent need for doctors and more 
doctors we are strongly of opinion that the production of Licentiates 
should continue till the increased number of Medical Colleges has 
produced “basic" doctors in the proportion of at least 1 to 1,500 of 
♦he population. Until such time, provinces must not be coerced into 
closing the existing medical schools. 

2. That the existing course of medical studies for licentiates should 
be considered as closely from the point of view of economics in and 
reinforcements of the curriculum, as already done by the Committee 
in respect of University courses of medical education. In our opinion 
this consideration can help to redOce the licentiate course from 4 to 6 
years plus a period of internship for six months. 
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8. The number of students obtaining the F.Sc. Medical qualifica- 
tion in India is so great that this qualification could be demanded 
as basic lor purposes of admission to the Licentiate course. This will 
facilitate the acquisition, later of the University qualifications by 
Licentiates who so desire. 

* 4. The licentiate course can be oriented for purposes of Public 
Health bias along same lines as recommended by the Committee for 
•4he courses of instruction for medical graduates. 

5. The decisions taken by the Medical Council of India, enabling 
Licentiates to acquire medical qualifications of the University stand- 
ard, during the pendency of the war and for three years after should 
he further liberalised and made permanent. Provision should also be 
made for the admission to Medical Colleges of all Licentiates who wish 
to attend supplementary courses of instruction to obtain medical 
degrees. The cruel slogan “once a licentiate always a licentiate’* 
must be killed, but with it not the Licentiate whose services to this 
country have been, and may yet be for a considerable time, of inesti- 
mable value 

VISHWA NATH. 

A. H. BUTT. 


m 

We strongly feel that admissions to medical schools should be 
stopped forthwith and efforts should be made to upgrade such of the 
medical schools as could be turned into colleges. The improvements 
in the existing colleges could be undertaken afterwards. 

K. A. AMESUE. 

U. B. NAKAYANEAO. 

H. E. WADHWANI. 


B. PROPOSALS IN RESPECT OF THE EDUCATION OF 
HEALTH PERSONNEL 

(i) MEDICAL EDUCATION 

Undergraduate Education 

1. There is a great need for a reorganisation of the standards of pro- 
fessional training in order to provide the types of workers who will be 
fully equipped for participation in .a modern health programme with 
its newer and expanding conception of service to the com- 
munity. Frorfi a study of modern trends it became evident to us that 
whtit was really required was a reorientation of outlook. Whereas, 
up to the present, there has been a division of medical duties into (a) 
preventive and (b) curative, the need of the future is quite definitely 
for a type of doctor who will combine both of these functions in his 
own person — a “basic** doctor. It must be borne in mind that these 
J'emarks apply mainly to the type of relief which will be given in the 
primary units. In the institutions at the secondary health centres and 
district headquarters, there will be a separation for specialization, 
but again at the highest administrative level, there will be a fresh 
fusion into a Director, whose sphere of duty will cover both the 
l^feventive and curative fields. 
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2. The conception of a “basic'' doctor is not new. Some ten 
years ago Dr. Etienne Burnet of the Pasteur Institute prepared for 
the League of Nations a Eeview of Medical Education and the Beforn> 
of Medical Studies. In the course of that review he asked the ques- 
tion “What type of doctor do we wish to produce?'' In his answer 
he quoted from Professor Herhado of Madrid “We do not think tl^^t 
the family doctor is disappearing or that he should disappear. He 
will be a preventive medicine hygienist, he will be a vaccinator, the 
detector of diseases at their outset, the supervisor of convalescents 
and germ carriers, the agent of systematic examinations. He will 
require a culture and a skill superior to that demanded of him now”. 
Medicine, Dr. Burnet said, having only too much to do in this field 
has for a long time past concentrated on the art of curing disease. 
It is time for it to devote its chief attention to the art of preserving, 
or even of creating, health. This will not be a sudden revolution. 
The creators of rational medicine realize that health has priority over 
sickness and should be studied for its own sake. Hygiene has alwaya 
existed in embryo side by side with medicine. From Sir Arthur 
Newsholme he drew the following contribution — “The first deside- 
ratum for the doctor who wishes to enter into the world of new 
medicine is a full acquaintance with the normal and a complete know- 
ledge of means for its maintenance.” Dr. Burnet, supporting him- 
self further by so eminent an authority as Sir George Newman, gave 
emphasis to the principle that the idea of preventive medicine should 
permeate the whole of medical education. The reason why preven- 
tive medicine has not, up to the present, become inter-related with 
clinical studies is that it has been taught largely by public health 
officials. If the practitioner is to practice preventive medicine he 
must be taught that subject by his clinical professors. Preventive 
medicine leads easily to social medicine, and it is as exponents of 
the principles of social medicine that we would wish the “basic” 
doctor to go forth into the world of medicine. 

3. Considerable thought has been given by us to the type of 
training necessary for the evolution of this “basic" doctor, and advice 
was sought from a strong and representative advisory panel of experts 
before setting out the recommendations which will be found detailed 
at some length in Appendix 28. 

4. The main ideas underlying the changes recommended in the 
undergraduate curriculum are as follows: — 

(1) Emphasis in undergraduate teaching will be on the inclusion 
of principles and methods which would enable the student to learn 
for himself, think, observe and draw conclusions. 

(2) Throughout his career the student will be made to realize 
that general science and medicine have many points of contact and 
that they are both continually progressing. 

(B) Every effort will be made to exemplify this principle by the 
inclusion of clinical teaching in the pre-clinical period, given by a 
clinician who will bring living reality into what often tends to be a 
dead and purposeless study. Similarly the teaching of pre-olinica! 
subjects will not end with the passing of examinations, ^but will 
extend into and throughout the clihical years by regular courses given 
not informally by cli^cians, but by the regular teachers in the pre- 
Holinical subjects. 
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(4) In the teaching of anatomy the number of didactic lectures 
ehould be radically curtailed and the number of leoture-demonstra- 
^ons should be increased, with smaller classes than is usual at pre- 
sent. In the teaching of physiology, the syllabus should be similarly 
revised. 

(6) Throughout the recommendations, reduction in the size of 
•classes as^ compared with the present and increase in the number of 
/teachers is stressed. The proportion of instructors to students is a 
matter of considerable importance. In pre-clinical subjects the ratio 
of instructors to students should be approximately 1 : 16. In the 
Cf. S. A., this proportion ranges from 1:2 to 1:12, with an average 
of 1 4. It is most important also that mechanical equipment such 

«s microscopes, haemoglobinometers etc. should be adequate* 

(6) Towards the latter half of the pre-clinical studies a course of 
iectums in elementary psychology and elementary pharmacology 
snould be introduced as well as an introduction to the study of patho- 

(7) At the beginning of the clinical period, a short course of 
instruction should be given in the methods of clinical diagnosis and 
laboratory technique, the elements of nursing and dietetics, and an 
introduction to the subject of social medicine. 

(®) clinical subjects, which will be taught mainly by whole* 

time teachers, every effort should be made by means of regular 
conferences, at which the various teachers should be present, to show 
the students that medicine, surgery and pathology are not separate 
subjects in isolated compartments, but that all form parts of one 
whole. 

(9) In clinical w^ork in the wards every effort should be made to 
give as much personal attention to the students as possible. The 
number of beds in a unit should be at least 40 and 8 or 10 students 
should be attached to each unit. The proportion preferably of junior 
teachers to students should be 1 : 8 and of senior teachers 1 : 10. 

(10) In the teaching of pathology, which should be revised and 
extended so as to include more definite instruction in Microbiology 
and Parasitology, great importance should be attached to post-mortem 
work. The physician and the surgeon concerned should attend the 
post-mortem with the students and participate with the pathologist 
in the discussion on the post-mortem findings. If necessary, State 
legislation should be introduced to make an autopsy obligatory, if it 
is considered necessary by the medical staff. 

(11) In every teaching institution a department of Preventive and 

Social Medicine should be organized on the lines set out in Appendix 
29, with facilities for both teaching and field w^ork. In the mean- 
time the preventive aspect of medicine should be stressed in the 
teaching of every subject throughout the clinical course, and the 
indent given an insight into Social Medicine by contacts with home 
and Community life. A hospital social service should be established 
as soon aS* traified i^rsonnel become available. a 

(12) We do not wash to attempt to impose upojp the couiixi j^ a 
atereotyped curriculum so long as the fundamental details of our 
recommendations are observea. '“We consider that a wide mar^fin 
should be allowed to individual medlcaV- colleges and universities to 
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develop their own potentialities, and even to experiment, provided 
that the obligation to conform to certain known minimum standards 
is met. We hold that reforms and improvements are more likely to 
be brought about in that way, for where reforms have to await agree- 
ment among a large number of institutions, the result is usually delay 
in progress. 

(13) It is considered essential that, after the final qualifying 
examination at the end of the fourth year, there should be for every 
student one year’s ‘‘internship", during which time he should work 
under supervision and not be given the full rights of a practitioner. 
There should be sufficient latitude given to the authorities concerning 
the manner in which this year should be spent, but it is essential 
that in every case, three months should be devoted to work in a 
public health unit. 

Q4) Throughout the whole period of the course the importance ol 
research should be stressed. The whole-time teachers will them- 
selves be expected to engage in research in their subject and will also 
be required to encourage any student who shows any aptitude 
leaning towards this most important aspect of his work. 

6. Annual entry of medical students, — Witn a view to obtaining 
a standardized medical education our fundamental recommendation 
for the short-term scheme is that existing medical schools shall bo 
gradually closed down as schools, and, so far as possible, be con- 
verted into colleges, while existing medical colleges shall be improved* 
and expanded so as to take in a larger number of student)^ annually. 

6. At the present time an average of 1,200 students are admitted 
each year into the various medical colleges while the medical schools 
absorb a further 1,000 to 1,200. The total number of students at 
present catered for is, therefore, in the region of 2,400. We feel 
that if effective steps are taken, the annual entry into the 16 medical 
colleges existing at present can be increased from 1,^I&0 to at least 
1,920. We would, however, emphasize that such increase should be 
given effect to only when radical alterations have been made in the 
laboratories, lecture halls and hostels, and adequate provision made 
for the teaching of personnel required for each institution. In spite 
of the fact that most of the medical colleges are understaffed and that 
their Departments will have to undergo radical changes, we believe 
that as a first step it should be possible, with sufficient financial aid, 
for changes to be made simultaneously both as regards increased 
efficiency and also as regards extending the scope of work so as to 
permit an increase in the number of students admitted. 

7. As a guide to the authorities concerned in the organisation of 
Medical Colleges on the lines recommended by us we give in Appan- 
dix 30 certain recommendations regarding estimates of staff put 
forward by the Goodenough Committee. 

8*. The planning of teaching centres . — It has to bp borne in mind 
thai^kjorne provinces are in a much better position than others^ to 
opei>"new medical colleges. In the establishment of new medical 
colleges, therefore, it seems necessary to bear in mind the require- 
ments of the latter provinces to concert measures whereby a 
certain proportion of seats may be reserved for candidates from sucb 
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areas with a view to spreading out medical education and making 
it available equally to the whole of India. This can be facilitated by 
the Central Government taking a share both in the establishment of 
>iiew medical colleges and also in the financial responsibility for their 
^efficient maintenance. 

Detailed Becommendations regarding Teaching Institutions for the 
Training ol Undergraduates 

9. (a) Improvements in existing colleges . — It has been pointed out 
in the survey section of this report that grave defects exist in most 
of the existing medical colleges and we recommend that every effort 
should be made to bring those colleges up to the standards which are 
defined under the heading “The Eequirements of a Medical College'’ 
in the Memorandum contained in Appendix 28. 

As has already been noted, that memorandum is integral to any 
large scale adoption of these proposals, and its recommendations are 
of uniform application. In particular, we would like to draw atten- 
tion to the fact that considerable improvements are needed in the 
Agra Medical College, in the Balak Earn Medical College at Lahore, 
in the recently opened Medical College at Cuttack, and in the" 
Amritsar Medical College opened by the Punjab Government, before 
they can be considered as satisfying the requirements of a Medical 
College. The Stanley Medical College, Madras, and the Missionary 
Medical College at Vellore also require extensive improvements. In the 
Stanley Medical College, immediate steps should be taken to provide 
for the Departments of Anatomy, Physiology and Biochemistry within 
the College proper, to remodel thoroughly the lying-in-hospital and 
the out-patients department of the Stanley Medical Hospital acd 
to improve the facilities available in its special departments. The 
Vellore Medical College authorities, it is understood, are launching a 
large scheme of radical reconstruction with the intention of making 
the college a co-education mi?sion institution to jidmit a hundred 
students every year. There is another school, the .Arya Medical 
School at Ludhiana. We consider it desirable that there should be 
a medical college for this area of the Punjab and suggest the conver- 
sion of the latter medical school into a college. Some of tlie Depart- 
ments of the Calcutta Medical College and the Carmichael Medical 
College stand in need of improvements and reference has been made 
to this in the reports of the Inspectors of the Indian Medical rouneil. 
Tlie Madras Medical College, which affords extensive facilities in 
many branches of study, suffers iinfortiinately from th^ that the 
associated hospitals are too spread out, with the result that the time of 
the students is wasted in journeying to the Maternity Hospital and the 
Ophthalmic Hospital nbo\it two miles away, the Tuberculosis Hospital 
which is at an equal distance, the Infectious Diseases Hospital and 
the Mental Hospital which are both five miles distant from the 
Oeneral Hospital. 

10. This is a convenient place in which to draw attention again to 
the desirability of having all the special departments as far as possible 
situated in the same campus as the General Hospital.* For obvious 
reasons, this will nt present, not be possible in most of those Medical 
Colleges which are already in existence, but we believe the principle 
^ he sound and uree that it should be borne in mind in the constnic- 
tJon of new medical colleges. 
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11. We advise that the maximum yearly admissions should be 
normally 100, although, during the short-term programme, it is sug- 
gested that admissions might be raised to 120 in order to help in the 
production of as many qualified medical men as possible. This would, 
however, be a temporary expedient. It must be realized that any 
number in excess of 100 may lead to a loss of personal attention to 
individual students and to overcrowding in laboratories etc. 

12. In practically every teaching hospital, considerable additions are 
essential both in equipment and additional accommodation for 
patients, while an increase in the number of teaching staff and the 
appointment of whole-time teachers, and of a large number of trained 
sisters, nurses and technicians and of an adequate secretarial staff are 
all urgently required. Quarters for the house staff, for the nursing 
staff and the resident students will have to be built in most of the 
teaching centres. 

13. (b) Conversion of existing Medical Schools into Colleges.— 
We are of opinion that given sufficient funds, it should not be diffi- 
cult to convert the following medical schools into colleges: 

1. The Poona Medical School. 

2. The Ahmedabad Medical School. 

3. The Darbhanga Medical School. 

4. The Campbell Medical School. 

5. The Calcutta Medical School. 

G. The National ]\Iedical School. 

7. The Dacca jMedical School. 

8. The Jalpaiguri Medical School. 

9. The Nagpur Medical School. 

10. The Medical School, Bangalore (Mysore). 

11. The Indore Medical School for Central India and Bajputana 

States. 

12. The Ary a Medical School, Ludhiana. 

14. (c) Estahlishment of new Medical Colleges. — ^For obvious rea- 
sons, namely population, wealth and progress there are considerable 
variations in the ability of different provinces to establish new medi- 
cal colleges. We have, in considering this question, borne these 
matters in mind and also the fact that provision may have to be made 
for students from outside a province. The suggestions which we 
now advajice must not be considered as in any way final. They 
are the best that, witli the information at our disposal, we are able 
to put forward. 

15. It is now proposed to consider the Provinces and States sepa- 
rately. 

(1) Afadras . — There arc at present four Medical Colleges 
Madras, and no schools remain to be converted. This province should 
within tlie next 10 years be in a position to establish colleges 
Madina, Coimbatore, Cuntur, Cocanada and Calicut. A distribution 
such as this will spread the new facilities over the province, and 
will run parallel to the long-term policy which is envisaged for medical 
relief there. We would like the question of a college in the Ceded 
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l^istricts to be considered, either supplementary to or in place of one 
of the colleges suggested above. It is felt that at least two of the 
colleges, each admitting 100 students, can be started immediatelv, 

. and that the other three can be planned within the next five years. 

(2) Bowbay , — Bombay has at present two medical colleges, and 
the conversion of the schools at Poona and Ahmedabad will bring 
the number to four. Bombay city affords abundant clinical 
material justifying the establishment of more colleges, and we pro- 
pose that at least two more should be provided at an early date. We 
€uggest one more college for the southern part of the province. 

(3) The Central Provinces . — The conversion of the school at Nag- 
pur into a college is a matter of urgency. We consider that the 
existing buildings will not be suitable and that an entirely new 
college and hospital should be constructed either within the area oi 
the existing buildings, or in an area which may be defined by the 
Improvement Trust. An area of between 50 to 100 acres should be 
insisted on. It is suggested that, when these recommendations 
have been given effect to, a college should he established »at Jubbul- 
pore. 

(4) Orissa . — The school at Cuitack has recently been converted 
into a college, but in order to come into line with the others, radical 
alterations and improvements will be required. It is not possible 
for this province to consider the establishment of any other college. 

(5) Beiujal . — The clinical material in Calcutta is unquestionably 
the richest in the whole of the East and, at present, the strength of 
4,000 beds for a population of nearly millions is totally inadequate 
for a centre of such importance. There should be a bed ratio of 
6 to 8 per thousand of population instead of the existing ratio 1 to 
600. 

The Campbell Medical School is inadequate as a training centre 
according to modern standards and we consider that nothing shorV 
of the demolition of a large part of the School and the entire re- 
modelling of the Hospital will enable this institution to be converted 
into a medical college suitable for the intake of a hundred students 
per year. 

The National Medical School which is a private organisation is 
situated in nn area wlune there is great need for medical facilities. 
We suggest, therefore, that the extensive area around this School 
should be acquired and the School converted into a College at an 
-early date. 

The above improvements will add two colleges to the two already 
existing, and it is proposed that, in addition, the erection of two 
entirely new colleges slioiild be undertaken within the next five years. 
In that way at the end of 10 years, there should be facilities for the 
training in Calcutta of 600 students per year. 

In addition to those metropolitan colleges, we recommend that 
in the province of Bengal, colleges should be established at Dacca, 
Burdwan and Jalpaiguri. 

(6) Bihar . — The oxistincr college at Patna should be improved 
^d extended so as to take in 100 students. The Medical School at 
Darbhanga should be converted info a College. 

(7) United Provinces . — The two existing medical colleges a) 
Bucknow and Agra require improvements and extension so as to 
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take in the full number of students. We propose that, during the 
short-term programme, colleges should be established at Allahabad, 
Cawnpore, Benares and Aligarh. The Hindu and Muslim Univer- 
sities at the last two places serve an all-India purpose and attract 
students of the respective communities from all parts of the country. 
Medical colleges established in these two places can therefore serve 
the needs of India as a whole and it is for this reason that we would 
welcome the establishment of medical colleges fulfilling the requisite 
standards of efficiency at these universities. 

(8) The Punjab . — ^We advise that activities in this province 
should be concentrated on improving colleges which have alread;^ 
been opened. Lahore, Amritsar and Balal^am colleges all need 
remodelling and extension. The possibility of opening one more 
college in this province can be considered after these three colleges 
have been strengthened so as to receive the maximum number of 
students. We have already recommended that the Arya Medical 
School at Ludhiana should be converted into a college. 

(9) Shid . — We recommend the closing of the school at Hyder- 
abad and the opening of a new college at Karachi. 

(10) Assam and the North-West Frontier Province . — ^We hope 
that it may be possible for these two provinces to establish medical 
colleges at an early date. Until this is done our recommendation 
is that some of the colleges proposed for the neighbouring provinces 
should, for the present, give facilities for students from these two 
provinces who desire training in medicine. 

(11) Delhi . — ^The Lady Hardinge Medical College, Delhi, is the 
only institution in India offering medical education exclusively for 

women. 

(12) Ajmer . — ^We consider the establishment of a new college at 
Ajmer of the utmost importance. The whole of the Eajputana area 
has no facilities for medical education. We recommend that a certain 
proportion of the seats in the proposed medical college should be 
earmarked for students from the different Eajputana States and that 
the latter should be asked to contribute towards the capital and 
recurring expenses of the college. 

(13) Indian States . — ^We have no de.sire to do more than offer 
helpful suggestions in this as in other matters germane to the health 
of the people, for the consideration of the Indian State.s. We feel 
that infinitely more valuable results can be achieved by co-operation 
between Governments than can possibly follow from isolated indepen- 
dent effort and hope that the ideas which we set out here and else- 
where in this report may be found of some use by those in the Indian 
States with whom rests the responsibility for action in the field of 
health. 

We have stressed the prime necessity for the maintenance of the 
stannards of medical education at a high level and subject always to 
this basic requirement, we feel that the States have it in their 
power to extend facilities for sound medical education to a very 
material extent. It may be that a number of States may feel it 
advisable to join together to bring institutions adequately equipped 
Md administered for this purpose into being to serve their needs. 
O hers may find it more suitable to make arrangements with • 
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neighbouring Provincial Government for such a purpose. We feel> 
however, that there is a number of individual States whose re- 
^urces, high standards of administration and interest in the well- 
Jeing of their peoples eminently fit them to make a very effective 
contribution to the solution of what is really an all-India problem 
by having their own medical teaching institutions. For it must 
borne in mind that the doctor and other medical personnel required 
by the States, if these cannot be supplied by the States themselves, 
may eventually have to be drawn from the limited numbers avail- 
able in British India which must, therefore, be vitally affected. We 
feel that, provided standards are maintained at the level which we 
visualise, a number of new medical institutions could, with advan- 
tage to all, be brought into being in the States, while existing insti- 
tutions could be brought up-to-date and enlarged. The Medical 
School at Indore if raised to the status of a College would prove of 
invaluable service to Central India. Mysore could enlarge the college 
at Mysore and bring another into being at Bangalore. With ita 
resources, it could ensure that both are up-to-date and in accordance 
with the highest modern requirements, while Hyderabad could 
certainly enlarge its existing college to take in 120 students annually 
while making it, through proper equipment and staff, second to none 
in India. 

16. If all the above colleges work at their full strength the total 
annual intake of students would be between 4,600, and 6,000. Thia 
is the objective which we wish to be kept in view for the short- 
term policy. We are not able to give concrete long-term proposals 
and feel that rather than build upon an insecure foundation, we* 
prefer to advise a review of the position at the end of five or seven* 
years, by which time there she aid be more information available 
for facilitating planning on a sounder basis. 

Postgraduate Education 

17. Except for the institution of courses of instruction leading to the 
degrees of M.D., and M.S., few of the universities have, until 
recently, evolved any extensive scheme for the improvement of 
postgraduate medical education. Within the last year or two, how- 
ever, there has been a move by certain universities towards the 
establishment of diplomas in special subjects as well as higher 
degrees in medicine. But this step, while admirable in itself, doea 
not attack the problem of postgraduate training at its roots. It may 
tend towards the sterile acquirement of degrees and diplomas as a 
sort of personal adornment, often without either the intention or 
the ability on the part of the recipient to specialise. There should be 
a clear understanding by the profession, and also by the public that, 
for recognition as a fully qualified specialist, four or five years should 
have been spent in the study of the speciality in a large teaching 
centre, where facilities are available not only for instruction and the 
acquisition of knowledge, but also for the conduct of research. 

18. Postgraduate education should be devised lo meet two different 
needs, . important in itself but not connected with each other., 
Th«y are: 

(a) The training of consultants and specialists. 

(b) The training of practitioners desirous of practising a spe^ 

ciality, without the definite status of specialists. 
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In the case of (a) such training will naturally involve several 
years of work in special departments or hospitals under the guidance 
of a consultant or a specialist. The training may extend up to 
five years and lead to a higher qualification, such as M.D. or M.8. 

In the case of (b) the training will be in the speciality for a period 
ranging from 12 months to 18 months under suitable guidance. 

Courses should be available in : 

(i) Oto-Ehino-Laryngology. 

(ii) Dermatology. 

(iii) Eadiology, diagnostic and therapeutic. 

(iv) Ophthalmology. 

(v) Obstetrics and gynaecology. 

(vi) Venereology. 

(vii) Anaesthesia. 

(viii) Psychiatry. 

(ix,) Pediatrics. 

(x) Tuberculosis. 

{xi) Malariology. 

(xii) Blood transfusion and resuscitation. 

(xiii) Orthopaedics. 

At the end of the course, the candidate should be eligible for a 
diploma in the speciality. Before he engages in study for the higher 
degree or diploma it should be a pre-requisite that the candidate 
should have completed liis internship for one year which all persons 
will, under our proposals, be required to undergo after jjassing the 
qualifying examination. Resident appointments in the specialities 
should be available to graduates only after they have completed this 
period of internship. 

19. The technical and administrative control of postgraduate medi- 
cal education, — We have given considerable thought to the question of 
developing facilities for postgraduate teaching and research in 
different parts of the country. In the chapter dealing with the 
All-India Medical Institute it has been suggested that this institu- 
tion should provide postgraduate training of a high order in a large 
number of subjects in medical and certain allied sciences. At the 
same time it will be necessary to supplement these facilities by 
the development of existing or new institutions at suitable places 
in the provinces and to make them centres for training on an all- 
India basis. These will fall under two heads, namely, (1) special 
institutes for particular diseases such as leprosy and "(2) provincial 
centres where existing facilities in certain branches of medicine can 
be extended in order to make them available not only to the province 
concerned but also to other parts of the country. 

20. We think it undesirable that every centre of medical educa- 
tion in India should attempt to give courses of advanced training in a 
large number of subjects. We feel that it would be more In the 
interest of real specialisation if universities were to offer advanced 
courses only in those subjects for which they have particularly g^^^d 
facilities. Clinical material varies in nature in the different provinces 
in India and it is evident that where material is abundant for the 
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study of a special disease, a centre should be established there, 
aiming at a high level of instruction in that subject. 

We have in view the possibility of such large postgraduate 
centres being instituted in Midwifery and Ophthalmology in Madras, 
in Ophthalmology and Tropical Medicine in Calcutta, in Pathology 
and Bacteriology and possibly Midwifery in Bombay. The Tata 
Memorial Cancer Hospital would undoubtedly be a rich treasure- 
house for postgra(Juate training in the Pathology of malignant 
diseases in addition to General Pathology. 

21. We recommend that, as all these institutions will serve uhe 
needs of the country as a whole, the Central Government should 
contribute a share towards the cost of developing and maintaining 
them. The province concerned and the other provinces, which will 
bo benefited by the training facilities that are offered, should also 
bear their respective shares of the financial burden. The question of 
apportioning the cost will be discussed later. In the meantime it 
will be recognised that, when facilities for postgraduate education 
arc to be developed on such a basis of co-operation between the 
Tcntral and Provincial Governments, questions relating to the 
administration and technical aspects of the control of education 
will hav(' to be considered with care. We shall deal first, with the' 
technical aspect. 

*22. The technical aspect . — We consider it essential that a high 
fitandard of postgraduate teaching and research should be developed 
in these institutions. In this connection it may not be out of place to 
fnention that the Goodenough Gommittee has stated that the posi- 
tion in regard to postgraduate diplomas in the United Kingdom, 
excluding the fellowship and membership diplomas of the Koyal 
Medical Colleges, is unsatisfactory, that a considerable variation in 
standard exists in respect of qualifications in the same subject and 
that many of the diplomas have encouraged “ill-grounded and 
immature specialisation”. In these circumstances that Committee 
has recommended th?it the award of all postgraduate medical diplo- 
mas, with certain exceptions, should be undertaken by the Royal 
^ledical Colleces. We are particularly anxious to avoid the develop- 
ment, in India, of such conditions as have been pointed out by lihe 
Goodenough Committee in respect of postgraduate diplomas in Great 
Britain and we therefore suggest the creation of a special organisa- 
tion for advising the Central and Provincial Governments on the 
control of the postgraduate medical training centres we have pro- 
posed. This body may he designated “The Central Committee for 
Postgraduate ^fedical Fiducation”. We shall deal with the composi- 
tion of this organisrition Inter. Before doing so we shall first state 
f^nr reasons for recommending the creation of a special body for the 
Pimpose. 

2R. It may bo asked wby the function of supervising postgraduate 
education should not he entrusted to the Indian Medical Council 
^hich has been created “in order to establish a uniform minimum 
standard of higher qualifications in medicine for all provinces”. At 
present the Indian Medical Council exercises supervision over the 
universities granting certain medical qualifications given in the first 
Schedule of the Indian Medical Council Act. which consist of the 
university degrees which qualify for practice as medical men and 
for certain higher qualifications in medicine, surgery and obstetrics. 
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The Act provides for. the addition of other qualifications to the First 
^Schedule so that the inclusion of the new postgraduate diplomas 
that may come into existence presents no difficulty. We, however 
•doubt the wisdom of adding these new functions to the existing 
duties of the Indian Medical. Council. Under our programme of 
^expansion of undergraduate medical education the number of 
medical colleges requiring supervision by the Indian Medical Council 
will increase considerably. We therefore consider it wiser to limit 
its functions to those already entrusted to it by the Act than to 
enlarge them so as to include the various new types of diplomas 
that will come into being through the expansion of postgraduate 
•education. Its present functions include supervision over such quali- 
fications as the Masterships of Medicine, Surgery and Obstetrics. 

24. The Goodenough Committee has suggested, for the United 
Kingdom, the transference of control over postgraduate diplomas, with 
certain exceptions, to the Koyal Medical Colleges. In that country 
the supervision of undergraduate medical training is vested in the 
General Council of Medical Education and Registration. The latter 
was established by the Medical Act, 1858, of that country for the pur- 
pose of enabling persons requiring medical aid “to distinguish 
qualified from unqualified practitioners “ and its powers of supervision 
of medical education are limited to undergraduate teaching and to the 
examinations which qualify for admission to the Medical Register, 
whether these be conducted by universities or other licensing bodies. 
Supervision of postgraduate teaching does not appear to come within 
the range of functions of the General Medical Council in Great 
Britain. 

25. The position of the Indian Medical Council is somewhat 
different. It has not been authorised by law to maintain an All-India 
Medical Register or to exercise supervision over the various types of 
basic medical qualifications that exist in the provinces for obtaining 
entry into the Provincial Medical Registers. These are at present res- 
ponsibilities entrusted to Provincial Medical Councils and Faculties. 
The supervision of the Indian Medical Council is restricted to certaia 
medical qualifications which are granted by Indian Universities and 
which are incorporated in the First Schedule of the Indian Medical 
'Council Act. We consider the present position unsatisfactory and 
-have discussed the matter in detail in another section of this report. 
Without going into that discussion here it may be stated that, in 
view of our recommendation for only one basic qualification through- 
out India for entry into the profession, we have recommended that 
the Indian Medical Council should maintain an All-Tndia T^cgister 
and that it should supervise undergraduate medical education, which 
will be confined to institutions affiliated to Universities, through- 
out the country. In this way its functions will approximate closely 
to those of the General Council of Medical Education and Regis- 
tration of the United Kingdom. In view of the large expansion of 
nndergradi.’ate medical education we have recommended, we anti- 
cipide that the Indian i\Iedieal Council will find itself fully orcupiod 
with the task of ensuring: that our suggestions for the improvernent 
r.f n.nder^raduate teaching ani for its reorientation in certain direc- 
tions are carried into effect throughout the country. Tn^ thes*^ 
circumstances we consider that there is considerable justification for 
'the creation of a separate body for supervising postgraduate medica 
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education. As will be seen presently irorm the. constitution that we 
are recommending for the proposed Central Committee, we are pro- 
viding for two representatives of the Indian Medical Council on this 
body. 

26. The question may be asked as to whether this proposed trans- 
ference of power, to the Central Committee for Postgraduate Medical 
Education, for laying down standards in respect of postgraduate 
training in particular subjects, will not constitute an interference 
with the right of the universities to prescribe such standards in their 
own territories. In this connection it must be remembered that, in 
the field of undergraduate education, the powers of these universities 
have already been circumscribed by the right of the Indian Medical 
Council to regulate and control such education. We consider that, 
in the field of postgraduate education also, there should be some 
central authority for ensuring uniform standards of training. In 
attempting to secure such uniform standards some of us apprehend 
that, if minimum standards are prescribed, there may be a tendency 
tc regard these as maximum standards and that such a tendency 
will, not be conducive to the development of the highest type of 
postgraduate education. Due care will have to be taken to avoid 
ouch a possibilit5\ We do not envisage that the functions of the- 
Central Committee for Postgraduate Education will extend over 
the whole field of subjects in which postgraduate training can be 
given. We recommend that the Committee should concern itself, 
at least in the beginning, only with those subjects in which it is 
desired that facilities for postgraduate training, when provided in a 
provincial centre, should serve the purposes not only of that province 
but also tlio-,c nf one or more other provinces. There are no doubt 
many types of postgraduate training for which facilities exist in 
all parts of the country and we see no reason why the right of deter- 
mining standards in respect of such subjects should not continue to 
be vested in the universities. We suggest that, in order to assist the 
universities in the organisation of such postgraduate teaching, a Post- 
graduate Council of Medical Education may bo established in each 
university, on which should be represented members of the medical^ 
profession who are on the Faculty or Board of Studies in Medicine, 
a representative of the Provincial Government concerned and a repre- 
sentative of approved medical societies in the province. This Council 
will be responsible for regulating postgraduate education in the wide 
field that falls outside the suggested jurisdiction of the Central Com- 
mittee for Postgraduate Education and will perform, among others, 
such functions ns determining the subjects in which training should 
be given, arranging the courses, prescribing the syllabus from time 
to time and fixing the honoraria to be paid to lecturers. 

27. The aRpeci . — We envisage for the Central Com- 

mittoo for Postgraduate Education not only the function of technical 
supervision over postgraduate training in the institutions proposed 
to be established but also certain advisory functions in relation to 
their organisation and administration. These functions will include, 
in respect of both categories of institutions, namely, (1) institutes 
for special diseases and (2) existing provincial institutions which will 
bo (Ipvcioned to serve as AU-Tndia training centres, the advising of 
tb.p Opiifral and Provincial Governments on the lines on whieh such 
institutions should be developed and the apportionment of cost, 
<^apital and recurring, between the different Governments. In the 
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case of institutes for special diseases, which may have to be started 
afresh, the Central Committee for Postgraduate Education will alsa 
be responsible for recommending the sites at which these should 
be established. 

28 . A decision regarding administrative control will be determined, 
to a large extent, by such matters as (i) the party or parties contri- 
buting to the expenditure involved in the maintenance of the institu- 
tion concerned and (2) the authority that used to be responsible for its 
administration, if the institution be one which had existed previously 
and had been improved and enlarged to serve training functions on 
an all-India scale. It seems therefore advantageous to consider the 
institutions under the two categories separately. 

29. (i) The institutions under category (1) above are for special 
diseases. As has already been pointed out, many of them will have 
to be established afresh or, even if certain existing facilities are 
utilised, the expenditure involved may be so considerable as to make 
the gain from the utilisation of these facilities inappreciable. In 
suggesting an apportionment of the cost it must be remembered that 
these institutions will provide postgraduate training facilities for' all 
provinces. Even so, the services developed in connection with each 
of these institutions will serve the people of the local area in the 
province concerned, so that it seems correct to say that, on the 
whole, the latter benefits to a larger extent than the remaining pro- 
vvinces. As against this may be set the close co-operation and help 
that the provincial health administration will have to provide in 
order to enable the institution to function properly, particularly from 
the point of view of facilities for field training and research. In these 
circumstances it is recommended that the Central Government should 
bear 60 per cent, of the cost, non-recurring and recurring, and that 
the remainin^^ 50 per cent, be distributed equally among the pro- 
vinces. It is anticipated that it is during the short-term programme 
of rapid expansion of our health organisation that the need for finan- 
cial help from the Centre to the Provinces will be the greatest. It 
is therefore suggested that, at the end of the first ten years, the 
question of redistributing the burden of expenditure may bo taken 
up and that a reapportionment of cost may be made. 

It is desirable that the administration of these institutions, includ- 
ing the appointment and control of the staff, should be vested in the 
Central Government. In the case of institutions under this category 
vdth no previous history of administration by the provincial authority, 
there seems to be no special reason for transferring control to that 
authority. However, certain suggestions will be made later to ensure 
co-operation between the institutions and the provincial authorities 
conc^'rned. 

30. (ii) Institutions under category (2) form a class apart from 
those already discussed. There will be organisations already 
existence and financed and controlled by the Provincial GovemTnenfi 
concerned. An improvement and expansion of their activities are 
being suggested in order to enable them to provide training facilities 
of the requisite standard for the country as a whole. In these cir- 
cumstances it seems reasonable to suggest that, so far as recurring 
expenditure is concerned, the Province need contribute only the 
average annual amount it had been spending for the past three years. 
Of the additional expenditure that will be required for the main- 
tenance of the institution, it is suggested that the Centre may 
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contribute 50 per cent, and that the Provinces, excepting the one m 
which the institution is situated, may share equally the remaining oQ 
per cent. As regards capital cost the Centre may contribute 50 
per cent, and in the distribution of the remaining 60 per cent., the 
province in which the institution is situated should also bear an equal 
fihare with each of the other provinces. 

These proposals should be subject to revision at the end of the 
first ten years. 

As regards admihistriitive control, it seems reasonable to suggest 
that the Provincial Government, which had so long been in charge 
and had, on its own initiative, developed the existing facilities, lihbuld 
continue to be in charge. 

31. We have already pointed out the need for the closest possible 
co-operation between the Provincial Health Department and the post- 
graduate training centres under both categories, if the latter are to 
function properly. Some provinces may contain two or three or more 
«uch centres of training. We therefore suggest the establishment of 
a small Committee with the Provincial Director of Health Service as 
the Chairman and with the Directors of the Institutes in the province 
and the three Provincial Deputy Directors in charge of Professional 
Education and Research, of Medical Relief and of Public Health as 
members. All local difficulties in respect of individual institutes can 
be quickly resolved through tlie consultations that such a Committee 
will provide, while the Central Committee for Post-graduate Educa- 
tion will probably find that the Provincial Committee can be of great 
value in helping to raise the standards of training in these institutions. 
The composition of the Oentral Committee for Postgraduate Medical 

Education 

32. Tt is sna.ectod that the composition of the Committee may be 
as shown below : — 

The Director-General, Health Services (Chairman) or, in his 
absence, his Deputy who deals with professional education 
and research. ....... 1 

A representative from the Medical Faculty of each of three 

Universities in British India in rotation . . . .3 

Two representatives of the Scientific Advisory Board for 
Medical Research, which has been recommended elsewhere 
in the report for the organisation and control of medical 
research in India 2 

It is desirable that one of them should be a distinguished 
scientist who is not a medical man. 

Two representatives of the Medical Council of India • . .2 

Five Provincial Directors of Health Services, or in their 
absence their Deputies in charge of professional education 
and research, in rotation ....*. 5 

Two representaUves for all the postgraduate training institu- 
tions under category (1) described in this chapter . . 2 

Two representatives for aU the x) 08 tgr^uate provincial centres 

under category (2) described in this chapter , . .2 

Two Directors of Provincial Research Institutes . . .2 

The Committee should have a full-time Secretary. 

Tile Committee will have a strength of 19 members, including 
"be Chairman. It is suggested that the tenure of office, except in 
"be cafee of those who hold their seat in their official capacity, may 
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33. The creation of an Executive .Committee consisting of about 
five to seven members, the Chairman of the main Committee being 
also the Chairman of the Executive Committee, is recommended, it 
is also suggested that the main Committee should divide itself into^ 
Advisory Committees for dealing with different subjects with power 
to co-opt outsiders as members when discussing particular problems. 

84. Recruitment and control of the staff of the institutions under 
categories (1) and (2). — We have already recommended that institu- 
tions under category (1) should be under the control of the Central 
iGk)vemment and those under category (2) under the control of the 
Oovemments of the provinces in which they are situated. The 
general principles, which should guide recruitment in both cases, are 
jn our view the same. We therefore make the following recommend- 
ations, which are based on the procedure we suggested in the chapter 
dealing with the organisation and inter-relationships of the central, 
provincial and local health administrations (Chapter XVII): — 

(1) Becruitment to these posts should be solely on considera- 

tions of merit. 

(2) The venue of recruitment should be India and recruitment 

should be made through the Federal Public Service 
Commission or Provincial Public Service Commission as 
the case may be. 

(3) It is essential that the best persons available should be 

secured. In respect of individual posts a search should 
be made through the country in order to investigate the 
possibility of securing suitable persons of the required 
calibre. It is only when this is not found to be possible 
that recruitment through the world market should be 
resorted to. The experts who are obtained from abroad 
should be entertained on short-term contracts, normally 
extending from three to five years. 

(4) The condition should be laid down in every case that, with- 

in the period of the contract, a suitable Indian should 
be trained for taking on the duties at the end of the 
term. 

(6) The selection of suitable persons from the world market 
should also be done by the Federal Public Service Com- 
mission or the Provincial Public Service Commission aa 
the case may be, with the aid of such ad hoc committees 
as may be formed in the respective countries in order to 
assist the Commission. 

(6) There should be no reservation of any of the posts for the 
members of any services. The sole criterion of selectiou 
should be merit and reservation of posts is incompatible 
with this principle. 

85. Salaries, — ^We have already discussed the question of salaries 
in the chapter referred to above. Here again we adhere to the prin- 
ciples we enunciated. 

As regards persons recruited from abroad, the salaries offered 
have to be such as will be necessary to secure the class of 
required. They will, of course, fail outside the regular j 

services of the country and, as has already been pointed out, shou 
be regulated by short-term contracts. jg 

For Indians the problem of recommending suitable scales of 
kf DC laeans easy. We have discussed the d^erent aspects of 
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problem in that chapter and do not propose to traverse the 
same ground again. We have suggested the appointment of an ad 
hoc committee by the Government of India for an examination of 
this complex and important problem, in order that suitable recom- 
mendations may be made available to the Central and Provincial Gov- 
ernments on which they can base reasonable scales of salary for the 
different categories of their employees. 

36. Legislation . — ^The proposals made in this chapter for the 
organisation of postgraduate education in the country raise certain 
points of departure from existing administrative procedure and require, 
for the successful functioning of the institutions that will be set up, 
close collaboration between the Central and Provincial Governments. 
It seems essential therefore that legislative sanction should be secured 
for the implementation of these proposals in order to ensure that the 
necessary adjustments between the Centre and the Provinces may be 
placed on a legal basis. But such adjustments between the Govern- 
ment of India and Provincial Governments are required in many 
spheres in connection with the development of the national health 
programme. We have recommended elsewhere the enactment of 
comprehensive legislation in order to secure these objects. In our 
view any legislation that may be necessary in respect of the proposals 
embodied here may well form part of such comprehensive legislation 
and need not be taken up separately. 

Refresher Ooursee for General Practitioners 

37. One of the most serious handicaps in the raising of the general 
standard of medical practice in this country is the absence of any 
provision for refresher courses. New ideas and new discoveries in 
medicine come forward with such bewildering rapidity that it is hardly 
possible for the busy doctor to keep abreast even of those advances 
in knowledge which are necessary for him in the daily carrying on 
of his profession. This fact is fully realised in all the more advanced 
countries and provision is made for both long courses and short 
compressed courses on a great variety of subjects of medical interest, 
given by leading experts in large centres which practitioners may 
arrange to attend, .^angements are also frequently made for touring 
units to take the courses to the doctors in the more outlying districts. 

38. Opportunities for such courses, at least once in five years, 
should be available in India for all medical practitioners, including 
private practitioners as well as the doctors in public service. Our pro- 
gramme of health development will tend, as it proceeds, to alisorb 
large numbers of existing general practitioners as well as almost all 
the new medical men who will be produced for many years to come. 
Therefore the members of the State health services will, as the years 
go by, be increasingly benefited by the proposed refresher courses. 
The kind of periodical training requhed by private practitioners and 
by large numbers of medical officers in public service need not, how- 
ever, differ because both classes of medical men will be dealing in 
general practice in the community and not with any specialised form 
of medical service. In the interests of those who are in public service 
the referesher courses will lay emphasis on the preventive aspect of 
haedical practice and we feel than such emphasis will be for the 
benefit of private practitioners also. 

39. The whole aim of such refresher courses should be (a) a 
brushing up of the knowledge which every general practitioner should 
posses. This should include a revision of the aetiology, diagnosis 
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and treatment of those diseases with which he is in daily contact; (b) 
an account of recent important advances in diagnosis, prognosis and 
treatment, with particular emphasis on methods which can be applied 
by the practitioner himself and (c) an exposition of the recent 
advances in the diagnosis and treatment of diseases with which the 
general practitioner should be fan^iliar, though he may not always 
be able to apply them himself, 

40. The emphasis in these courses should always be on the practi- 
cal aspects of the training and the lectures should be predominantly 
clinical lecture demonstrations. In fact the whole success of the 
refresher courses will depend on the extent to which set lectures and 
theoretical disquisitions are relegated to the background. The conve- 
niences of the general practitioner, the amount of time that he can 
spend, the facilities tliat are to be placed at his disposal and those 
available for him at the training centres should all be borne in mind 

41. Nature of refresher courses. — There are several lines along 
which refresher courses may be arranged. 

(i) Whole-time refresher courses which may extend from two 
weeks to two months. It is desirable to encourage short-term courses 
of two to four weeks, as many medical men may not find it practi- 
oable to be away from their duties for longer periods. 

(ii) Part-time courses which may be 

(a) week-end courses spread over weeks or 

(b) whole-day courses > months organised on 

(c) half-day courses J a systematic basis. 

(iii) One educational session once a week or fortnight conducted 
throughout the year. 

(iv) Short-ienn posts in a recognised hospital for periods ranging 
from one month to three months. 

42. or 'or rejn'-^hir courses . — We recommend 

that facilities for r- fresher courses should h(' developed in all ho-]u([i's 
attached to secondary centres, district headquarters, medical colleges 
and the headquarters of eacdi province. Such a wide distribution of 
provision for these courses is suggested in order to make it possible 
for medical officers in the State health services and for private prac- 
titioners to obtain the training at periodical intervals. In ihe case 
of doctors in service those refresher courses will be considered as duty 
while in the case of practitioners, it is desirable that, in order to 
encourage them to take the training, they should be exempted from 
pigment of fees and, if they have to leave the place of work, that 
they should be given a subsistence allowance during the period of 
training, if they ask for it. 

It v.dll be seen that the agency responsible for the development 
of facilities for refresher courses will be Provincial Governments. Even 
so, it is suggested that, in universitv centres, the organisation of such 
courses should be undertaken in consultation with the universities 
concerned. 

The Provision of Special Training in Certain Branches which are so 
important as to warrant separate consideration 

Tiihrrculnsis — There can he no question that this dh^ase still 
remains as one of the ‘‘Captains of the Men of Death'* in India, 
special attention must be given ^to the training of the personnel 
sary to combat it. It is obvious that the mere provision of the 
hospitals and sanatoria etc., which have already been' recommende 
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will be of no avail unless a very considerable technical staff ifi 
simultaneously prepared. The training of this staff divides itself 
naturally under three heads. 

(a) Undergraduate training. — The need for special instruction in 
tuberculosis is referred to in our memorandum where a three months' 
course of out-patient attendance and clinical demonstrations in the 
wards is recommended. The lectures and demonstrations should 
form part of the general teaching of medicine, and we are definitely 
of opinion that in this subject clinical demonstrations are of greater 
value than didactic lectures. 

(b) Refresher courses for the general practitioner. — A four weeks’ 
course similar to that outlined by the Tuberculosis Association of 
India is recommended. Ifc sliould be given in the chief provincial 
centres in co-operation w’itb the teachers of general medicine and the 
special tuberculosis hospitals in the province. 

(c) Postgraduate training in tuberculosis. — It is desirable that 
graduates of suitable aptitude should be encouraged to take up post- 
graduate training in tuberculosis. Such postgraduate training should 
be taken only after the completion of the internship for one year 
which every person will be required to undergo after passing the qua- 
lifying examination for the medical degree. 

44. Postgraduate liaining in tuberculosis should cover a period 
one academic year and the following facilities should be available. 

(i) A central clinic with a staff having recognised training expe- 
rience and witii proper equipment for X-ray and laboratory diagnosis, 
in order to enable it to carry out a full programme of diagnostic and 
preventive work including contact examination, follow up, and after- 
care work. There should be a minimum attendance of 1,000 new 
cases requiring diagnosis in a year. 

(ii) A sanatorium or hospital for pulmonary tuberculosis of at least 
laO l)(.'ds where* all modern methods of diagnosis and treatment are 
carried o\it and wliero a minimuin of 50 tlKn'acoplasties are done in 
a year. The teaching staff should have had special training and ade- 
quate ex])erience. 

(iii) Facilities for study of (he diagnosis and treatment of non- 
pulmonary tubenailosis — For this purpose, the orthopedic depart- 
ment of the general hos[)itals attached to the university medical 
training centres may be fully utilised. 

(iv) Teaching in pathology, bacteriology, etc. associated with 
tuberculosis in a department attached to a medical training centre 
except in those rare cases where a specialised tuberculosis institution 
furnishes all the available material and has a special department of 
pathology and bacteriology attached to it. 

We recommend that, if these conditions can be Mfilled, trainees 
should be eligible for a special Diploma in Tuberculosis which should 
be instituted by the various universities. 

45. In addition to the training of medical men as specialists in 
tuberculosis there is a great need for the training of liealth visitors 
having a R])eeial knowledge of this disease. It is true that, when the 
evolution of the public health nurse reaches the practical stage, such 
uurses will include sneli knowledge as part of their general equipment 
ftiid this may best be arranged for them by a course of four months 
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at a tuberculosis clinic and two months at an in-patient tuberculosis 
institution. 

*46. In view, however, of the difficulty of securing personnel for 
sometime to come, we recommend that, as a short-term policy, special 
tuberculosis health visitors should be trained, both male and female, 
who should possess the school leaving certificate as a basic qualifica- 
tion and should have special training in a recognised centre for a 
period of at least 12 months, nine months of which should be spent 
in tuberculosis clinics and three months in an up-to-date tuberculosis 
institution. In due course, when sufficient trained nurses become 
available, this interim method of training may be discontinued. 

47. A brief reference may be made to the training centres that we 
have recommended, elsewhere in this report, to be established during 
the short-term programme. The number of places, in which the 
facilities indicated by us in an earlier paragraph as being essential for 
such centres can be made available without delay, are only five. 
During the first five years of the programme these will be supplemen- 
ted by seven more training centres. During the same period we 
have recommended the creation of 33 tuberculosis hospitals with pro- 
vision for 200 beds in each and of a well-equipped and adequately 
staffed clinic in association with each hospital. These institutions 
will become additional training centres both for dectors and for nur- 
ses (or health visitors) during the second five years. Thus forty five 
such centres will be working throughout the period. Our scheme of 
expansion provides for the establishment of another set of 33 hospi- 
tals and asso« 3 iated clinics during the second five years and, of these, 
it may well be that about 20 will function during the last two years 
of the period 

48. Mental Hygiene . — This subject must become of even greatier 
importance than it is at present in any advanced scheme of preven- 
tive medicine. The increasing strain of modem life playing upon an 
organism which is often inadequate for meeting it must lead to an 
increase of the number of cases on the borderline of insanity, and 
also of those actually under care in mental institutions. There has 
been up till now a neglect in this country, of the advances made in 
psychological medicine, but any scheme for the future must allow 
for the training of an extensive staff of clinical psychologists, psy- 
chiatrists, social workers and allied personnel. 

49. We have drawn attention in our memorandum to the need for 
undergraduate training in this branch of medical knowledge, both in 
early and later periods of the course. In addition to such undergra- 
duate training we suggest that postgraduate training in psychiatry 
should be established at universities in suitable institutions, such 
training leading to the granting of a Diploma in Psychiatric Medicine. 

50. Refresher courses in mental hygiene and psychiatry for the 
general practitioner and the medical and surgical staff of general hospi- 
tals would be useful. Psychiatric units or departmeiits should ho 
established in genera] hospitals to facilitate both undergraduate and 
postgraduate tejiching, though to open these too early before trained 
personnel become available to conduct them would be bad propa- 
ganda. In the United Kingdom .modem developments’ in mental 
health services are doing much to lessen fears and prejudices among 
the public. It is vital that, in any future organisation of medicine, 
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psychiatry should not remain segregated and that it should take its 
;prace in the general scheme, subject to the provision of adequate and 
well trained personnel. 

51. In order to make adequate trained personnel available for 
teaching purposes we may make two recommendations. One is that 
specialists should be obtained, on short-term contracts, from abroad 
io take charge of mental hospitals and to organise teaching program- 
mes and social services during the early stages of development. The 
second is that selected graduates should be sent out to the United 
Kingdom or the United States of America for postgraduate training 
in psychological medicine, after holding a resident appointment for 
about six months in a mental hospital in India, if the candidates have 
not already had that experience. 

52. Dietetics . — The subject of dietetics has been badly neglected 
in all hospitals in India and even in teaching centres and little 
emphasis has been placed upon this aspect of treatment. Not only 
have dieticians to be trained who will be in a position to rationalise 
the system of dieting in public institutions but the teachers them- 
selves have to be trained in this subject, initially, with special refer- 
ence to the needs of this country. We understand that a step in this 
direction is being taken by the Central Government in connection ' 
with its scheme for the award of scholarships for overseas training 
in different subjects. We consider that a Department of Dietetics 
should be established in all teaching centres and that properly trained 
dieticians should be available at such centres both for organising 
departments of dietetics and for carrying on research and the training 
of dieticians, who should then be employed in hospitals, public institu- 
tions, hostels, schools etc. 

53. In this connection it may be mentioned that, for the past 
seven or eight years, under the auspices of the Indian Besearch Fund 
Association, training courses in nutrition have been carried out in the 
Nutrition Besearch Laboratories maintained by that Association in 
Coonoor and that well over a liundred workers, who belong mainly 
to the Health Departments of the different provinces and of certain 
Indian States, have been trained during this period. 

The Establishment of Oourses designed to raise the Existing Licentiate 
to the level of the ''basic doctor’’ 

54. If our recommendation as regards the conversion of schools 
into colleges is accepted, after some time, there will be no further 
additions to the ranks of the licentiates. The question, however, of 
affording to existing licentiates facilities for postgraduate training 
presents itself and deserves serious consideration. There are two 
l^ypes of such postgraduate training that may be given, (1) traininj^^ 
which will enable them to obtain a university degree and (2) advance! 
training in the different specialities. 

(1) Courses leading to degree qualification , — There are a large 
dumber of licentiates, particularly those under 40, who are anxious 
to obtain a university degree. The All-India Medical Council has 
^JJ^^Osted certain changes which some universities have accepted, 
the result of which will bo that a licentiate can within 18 to 24 months 
obtain the Degree of M.B.B.S. Special concessions to those who are 
serving in the armed forces so that they may, after demobilisation, 
3>roceed to a, degree have also been recommended. We consider that 
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every encouragement should be given to all licentiates who wish to 
obtain the full medical qualification and they should be given every 
reasonable facility in the different medical colleges to pursue the 
necessary courses of study. So far only a few universities have seen 
their way to arrange this, but we suggest that it should be the endea- 
vour of every university and every medical college to reserve a much 
larger number of ^jlaces for licentiates so as to enlarge substantially 
their opportunities to obtain a medical degree. 

(2) Advanced training for licentiates , — It is desirable that licen- 
tiates should have opportunities of training so that they may be in a 
better position to practise the various specialities. There are at 
present only a few centres where such training can be obtained by 
licentiates. The Calcutta School of Tropical Medicine and the All- 
India Institute of Hygiene and Public Health afford opportunities for 
licentiates to acquire their diplomas while the Madras Government 
have introduced special courses in ophthalmology, obstetrics and 
gynaecology, tuberculosis and clinical laboratory sciences for licen- 
tiates leading to a Government diploma after a period of training for 
one year. We feel that such diplomas should be made more freely 
available to licentiates on the lines which we have suggested in our 
proposals for the postgraduate training of university graduates. 

55. Three of us (Drs. Amesur and Narayanrao and Pandit Maitra) 
are of opinion that medical licentiates should be permitted to obtain 
postgraduate degrees and diplomas granted by the universities with- 
out completing the degree course. They state “There is a very large 
number of licentiates in the country who are specialists in different 
branches of medicine and we feel that they should have unfettered 
chances to take up and compete for university postgraduate degrees 
and diplomas in their specialities without undergoing the complete 
university M.B.B.S. course. 

(H) DENTAL EDUCATION 

56. The provision of an adequate service for the dcmtal care of tlic 
population is now recognised in all countries as an essential part ul 
any comprehensive scheme for public health and medical relief. 
Unfortunately, in India, this matter has, up to the present, received 
so little attention from un versifies or from the State that there*, are 
only four institutions available^, for the training of dentists — two ia 
Bombay, one in Calcutta and the fourth in Lahore. One of the two 
in Bombay and the dental college in Lahore are supported by the 
respective Provincial Governments and the other two are under 
private management. 

57. Of those dental surgeons who practise in India, the vast 
majority treat only the wealthy. Por the poor there is practically 
no provision at all, and throughout the country dentists are employed 
only to a very limited extent in the hospitals under State control. 

58. In the West, a basic minimum of 1 dentist to 3,000 population 
is not considered to be sufficient, but, as the incidence of dental caries 
in India is relatively less, it would probably be permissible for us to- 
work on a basis of 1 dentist to 5.0f)0 population. This arrangement 
would require about 75.000 qualified dentists in thirty to thirty-five 
years, on the assnmpt on that the population of British India will h®* 
ftbout 375 millions by that time. This would necessitate the training 
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of at least 2,600 per year over that period and the establishment of 
26 Dental Colleges, each capable of admitting 100 students per year. 

59. A similar difficulty was experienced in New- Zealand and was 
partly met by the training of “dental nurses” for a period of two 
years with matriculation as the basic minimum qualification for en- 
trance. These “nurses” were capable of carrying out the simpler 
operative procedures which take up so much of the average dental 
surgeon’s time, but require no very high technical skill. There is 
little doubt that, in India, a sufficiently large body of matriculates, 
both men and w’omen, could be induced to take up this interesting 
and worth-while work. They could, when qualified, staff the school- 
dental clinics and assist in hospitals and dispensaries, in all cases 
under the supervision of a fully-qualified dentist. The proposed title 
for such personnel is “dental hygienists”. They would have to be 
trained at government expense, in the first instance, and required 
to enter into a bond to work for 6 — 10 years. 

Planning for the expansion of Dental Education^ 

60. In' planning for the expansion of dental education in India 
there are two initial difficulties: — 

(1) the extreme shortage of adequately trained Dental Surgeons 

available — only 1 to 400,000 of the population and 

(2) the difficulty of obtaining teachers of the right calibre to 

staff new colleges on a large scale. 

61. Provision will have to be made for the training of three types 
of personnel: 

(1) the dental surgeon; 

(2) the dental hygienist; 

(3) the deatal mechanic. 

02. Tlie responsibility for the training of the Dental Surgeon will 
of necessity be shared between the Medical and Dental Colleges. 
The training of the other two classes (dental hygienists and dental 
mechanics) will throw no additional burden on the ^ledical Colleges 
but will be undertaken entirely by the Dental Colleges. Provided 
all senior posts are made full-t'me, the professors of the Colleges can 
easily arrange for all lecture courses for the hygienists and no 
separate training institutions will be required. There are in India 
very few properly trained dental mechanics and lanrge numbers will 
be required to meet the growing demands of the profession in colleges, 
hospital service, and in private practice. In a State Dental Service 
it would be wasteful economically if the higher paid dental surgeon 
were required to devote a large proportion of his time to laboratory 
work. Given sufficient accommodation and adequate staff, the dental 
mechanic could also he trained in the Dental Colleges under the 
Professor of Prosthetic Dentistry, and for this purpose an intensive 
course in mechanics is suggested. 

Dental Colleges 

63. All dental colleges should be directly affiliated to a Universi^^ 
in order to regularise the conferment of a Dental Degree at the 
conclusion of the course of study, and a separate Faculty of Dentistry 
should in each case be created, together with a Board of Studies. 
The minimum entrance requirements should be the same as thos* 
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for a Degree in Medicine; tlie course should extend over a period 
of four years, and lead to the degree of B. D. S. (Bachelor of Dental 
Surgery). The courses of study and the regulations for the Degree 
together with the syllabus should follow the general lines laid down 
in Appendix 31. 

64. A separate course of two years’ duration may be given for 
those medical graduates who wish to qualify for an additional Degree 
in Dentistry. 

postgraduate InitrucUoii 

65. Appointments as “house surgeons” should be instituted in all 
Dental Hospitals run in conjunction with Dental Colleges, so that 
additional training on a salaried basis may be available for graduates. 
Stipends for such appointments should be on the same scale as those 
given to medical house surgeons. In view of the present acute 
shortage of teachers, all graduates in Dentistry should be encouraged 
to proceed to a higlier degree, and provision for this should be made 
in all universities by the establishment of the degree of M. D. S. 
(Master of Dental Surgery). In that way only can a well-trained 
body of teachers of Dentistry be gradually built up in India. 

66. As a temporary measure dental graduates should be 
encouraged to proceed overseas to study the modem trends of dental 
-education and to pursue courses of training in special subjects in order 
to qualify for professorial appointments on their return to India. At 
the same time, during the whole short-term period, it may be neces- 
sary to engage dental professors from outside India to supplement the 
staff of the new colleges, and they would have to concentrate very 
largely on the post-graduate training of prospective teachers. 

Training Centres 

67. In view of the difficulty in obtaining well-trained dental 
teachers for the short-term programme of 10 years it is advisable 
that the number of dental colleges proposed to be opened in India 
during that period should be limited. For effective distribution of 
facilities it is suggested that dental colleges should be opened at 
Calcutta, Bombay, Madras, Lucknow and Patna, and that the dental 
college at Lahore should be expanded. Both from the point of view 
of economy and efficiency it is desirable that each dental college for 
undergraduate students should be associated with a medical college, 
whi(ffi should be extended so as to include a wing for the dental 
college. There should be the closest co-operation between the staffs 
of both these colleges in nrranging for courses of study, and the 
teachers of the medical college should assume responsibility for the 
instruction of dental students in those subjects which form part of 
the normal studies of the undergraduate in medicine. 

68. Every training centre should train approximately equal 
numbers of dental surgeons and dental hygienists, and it is reconi- 
menrled that each of these centres should be capable of training 100 
dental siirc-eons and 100 Cental hygienists annually. Each training 
centre should normally be so constructed and equipped as to allow of 
those numbers being accommodated. If such arrangements are not 
possible, the minimum numbers should be 50 dental surgeons 

50 dental hygienists, if the proposition is to be economical for the 
Slate. 
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69. Ill short the scheme outlined above envisages, as a first step, 
the replacing of the private colleges in Calcutta and Bombay by 
Colleges affiliated to the universities, the enlargement of the college 
of dentistry at Lahore and the inauguration of new colleges at 
Lucknow, Madras and Patna with facilities in each of these six 
dental training centres for training 100 dental surgeons and 100 
dental hygienists per annum. 

Uniformity in Dental Education 

70. The establishment of some degree of uniformity throughout 
India is extremely desirable. It is suggested that ultimately, through 
an all-India body, the courses of instruction etc. which are to bq 
pursued at all dental colleges should be standardized. Such standar- 
dization through a central body could be ensured by: — 

(a) a uniform standard of entrance with Intermediate Science 

(Medical Group) as the minimum ; 

(b) a four year dental course: 

(c) affiliation of every dental college to a university, prefer- 

ably with the creation of a separate Dental Faculty, 
but, in any case in close liaison with a Medical College'; 

(d) uniformify in curriculum standards, technical and clinical 

requirements, and standards of examination; 

(e) a reasonably low level of tuition fees and 

(f) supervision over all dental institutions to see that they 

maintain the standards of efficiency which are laid down 
for them. 

VVe have recommended in Chapter XXII the creation of an All- 
India Dental Council and also of Provincial Councils. 

Dental Legislation 

71. Instead of each Province having its own Dental Act, com- 
prehensive all-India legislation sliould be introduced, which 
should, in addition, ensure complete reciprocity between the different 
provinces. Dentistry as a science can make little real progress in 
this country until it is upheld by su’table legislation directed to 
compulsory registration, and the proh’bition of practice by un- 
registered [)ersons. One of us (Mr. X. IM. Josbi) is, however, of the 
view that such legislation is premature, but if passed it should not be 
made applicable to those areas where the free services of a registered 
dentist are not made available within a reasonable distance from the 
residence of a patient. The following advantages will accrue from 
registration — 

(1) the standard of the profession in India will be raised, 

(2) the public will be protected against practice by unqualified 

and unskilled persons, 

(3) it will be ensured that persons trained under the scheme 

as dental hygienists and dental mechanics will keep 
within their proper sphere of activity, 

(4) trained dental surgeons will be kept aware of the need to 

adhere to the standards of professional etiquette which 
are expected of them. 
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Eegistratioii must be separate for the three categories of dental 
surgeons, dental hygienists and dental mechanics. 

Post-war Dental Services. 

72. Though we have referred to the subject of dental service in 
our chapter on the short -term programme, it may be noted here thaD 
the object of the proposed expansion of dental education is not only to 
provide private practitioners, but also to furnish the personnel for 
Provincial Dental Services wliich will cater for that huge proportion 
of the population, which is at present completely neglected. Our 
short-term dental programme will attempt to provide : 

(1) dental sections at all tlie secondary health unit iiospitals 

that will be established during the short-tenn and 

(2) a travelling dental organisation for the area covered by each 

secondary unit. 

73. It is our opinion that the increase in the number of dental 
colleges and improvements in the training of dental surgeons and 
hygienists will not lead to satisfactory results unless the State itself 
undertakes the establishment of a comprehensive dental service to 
meet the urgent needs of the population. The above proposals for 
the short-term constitute the beginnings of such a comprehensive 
service. 


(in) PHARMACEUTICAL EDUCATION 

74. The present standard of training for those engaged in the 
practice of pharmacy is entirely inadequate and a drastic revision of 
the education system in this subject is essential. 

We consider it necessary to provide educational facilities for 
three classes of persons. 

(1) The licentiate pharmacist. 

(2) TJie gradnatt' pliannacist. 

(3) The pliarrnact-ufical te<-}inologist. 

/o. The licentiate course? will provide for the large number engaec’d 
in dispensary work in chemists’ shops, dispensaries and hospitals. 
The initial standard should be the matricnhition or an equivalent 
examination with ])hysies and chemistry as compulsory subjects of 
study. A two-year course at an approved educational institution is 
necessary, and the following subjects should be included in the 
syllabus of study: Chemistry, Diology witli special emphasis on 
Botany, Elementary Physics, Pharmacy, Pharmacognosy, Elementaiy 
Pharmaceutical Chemistry, Elementary Physiology and Eorensic 
Pharmacy (Appendix 32). There should be two examinations held, one 
at the end of the first year and the other at the end of the course. 
The standard of the examination should be controlled by an All-India 
Pharmaceutical Council which, it is hoped, will be established foi the 
whole of India, and which will maintain a uniform standard through- 
out the country. After passing the examination, the apprenticeship 
should continue before an individual is considered qualified as ft 
pharmacist. The title of pharmacist should be conferred on persons 
who hold this diploma. 

7fi. The course for a graduate pharmacist will be designed to train 
the smaller number who will be engaged in manufacturing concerns^ 
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Analytical laboratories and educational medical institutions. It will 
be a degree course for either the B.Sc. (Pharmacy), or the B. Phar- 
macy at the discretion of the University concerned. The entrance 
qualification for this course should be the Intermediate Science with 
Physics, Chemistry and Botany as a compulsory course of study or 
its nearest equivalent. The duration of the course should be for 
three years and should include Inorganic, Organic and Physical 
Chemistry, Botany, Biology, Elementary Phys.ology, Pharmacology, 
Pharmacy, Pharmacognosy, Pharmaceutical Chemistry and Forensic 
Pharmacy. Holders of the above Degree should be eligible for th^i 
pharmacist's diploma without further examination, provided they 
undergo an apprenticeship for one year. 

77. For those desiring to take up the manufacture of phar- 
maceuticals and drugs on a commercial scale it is recommended that 
there should be, in addition to the graduate course in pharmacy, an 
additional course of one year in chemical technology, design, equip- 
ment etc. 

This degree should be open to those who take up technological 
studies after qualifying for the B. Sc. Degree with Chemistry as the 
main subject, or to those who possess the Degree of B. Sc. with 
Pharmacy. The period of training should range from one year to 
eighteen months and the special object of the training should be to 
enable such persons to undertake the manufacture of pharmaceuticals 
and drugs and to control institutions where the large-scale manufacture 
of pliarniaoeutical ])reparations and the standardization of such pre- 
parations are undertaken. 

78. The number of institutions in which proper training for licen- 
tiates can be given should be determined by the Provinces concerned, 
taking into consideration the requirements of the Province and the 
extent to wliicli facilities are available in the proposed training 
centres. A district h(\i(lquarters hospital should be in a position to 
train licentiates, provided proper staff and adequate equipment are 
s vail able. 

70. 'Die training for the degr(‘e course in pharmacy should be 
undertaken by the ^ledical Colleges affiliated to Universities, and for 
this purpose, their Dc'partments of Pharmacology and Therapeutics 
should be sufficiently enlarged for adequate courses of training to be 
civen. The technological course should be arranged in Technological 
t'olleges affiliated to the University. 

80. A detailed syllabus for fbh^ diploma course in pharmacy 
suggested by Dr. B. Mukerjee, Director, Biochemical Standardisa- 
tion Laboratory, Calcutta, is given as Appendix 82. 

Tt is proposed that, as soon as licentiates under this scheme are 
available in sufficient numbers, the training of compounders may be 
done away with. 

(IV) THE EDUCATION OP PUBLIC HEALTH PERSONNEL 
Introduction 

81. Scientific instruction in hygiene may be said to date from 
1868 when the brilliant chemist and physiologist Max Von Pettenkofer 
^as elected to the nowlv created chn’r in that subject at Munich, 
»ud there founded the first University Institute of Hygiene. The 
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English D. P. H. was instituted in 1886 with the dawn of bacteriology 
and preventive medicine, while the first University School of Hygiene 
in the United States of America was established at Johns Hopkins 
in 1919. 

82. No branch of medical education is in such a state of flux as 
that which concerns the training of workers in the field of public 
health. This will be evident from a study of the report on European 
Institutes and Schools of Hygiene issued in 1938 by the League of 
Nations, from which it appears that, at that time, there were four 
types of schools engaged in giving instruction in public health: 

(a) University institutions organised for public health teaching 
and research work. At present there is only one example in Europe — 
the London School of Hygiene and Tropical Medicine. This is an 
academic institution with all the duties and privileges of a University 
School. 

(b) University Institutes of Hygiene which have combined with 
the regional Institutes of Hygiene to form a single unit, supported 
in their work by both the Education and Health authorities. The 
Professors of Hygiene are at the same time Directors of the Regional 
Institutes. Instruction in hygiene is given to medical students as 
well as postgraduate training. Such institutes are found at Nancy, 
Jassy and Bucharest. 

(c) Institutes of Hygiene which organise public health courses by 
means of a department known as the School of Public Health, in 
which the staff of the Institute provides the greater part of the 
instruction. Such institutes are found at Warsaw, Budapest, Rome 
and Ankara. 

(d) Schools of Hygiene as special institutions of the State Health 
Administration at Zagreb and Athens. These schools, in addition 
to giving courses in public health, carry out part of the programme of 
the State Health Service, Zacreh in the matter of health education, 
surveys and sanitary engineering, and Athens in anti-malaria work aiic 
sanitation. 

The postgraduate training carried out by these institutions is not 
of a uniform type, and the duration of the courses varies consider- 
ably, from six weeks at Sofia to 12 months in Athens and London. 
The programme also differs widely especially as regards the time given 
to the different subjects. 

As regards the training of public health nurses, most coimtries 
have established schools and the courses are more uniform, averaging 
three years in length. Courses for Sanitary Inspectors vary from 
Warsaw 4 months to Zagreb 1 year. 

The primary aim of the institut'ons is not only to train doctors 
in public health, social insurance, and social assistance, but a^so to 
carry out pure and applied research. Only in England, France, 
Hungary and Greece is a diploma or certificate in Public Health 
compulsory for applicants for public health posts. 

Another type of instruction exists in Russia where there are oo 
Schools or Institutes of Hygiene in the accepted sense, but where 
Hygiene forms one of the three faculties which provide training tor ft 
medical degree in each medical school. 
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83. We have, in other chapters of this section, adverted to the 
extreme importance of presenting the principles of preventive and 
social medicine to students of medicine, nursing and other branches 
of health activity during their period of training. We have recom- 
mended the setting up in medical colleges of adequately staffed and 
equipped departments of preventive and social medicine as centres of 
teaching and research. We have also suggested the provision of rural 
and urban health organisations in association with these departments, 
in order that these centres may provide faedities for field work to 
students and for the investigation of community health problems to 
the different departments of the college. We have expanded our 
proposals regarding the education of nurses so as to include the train- 
ing of the public health nurse. 

84. The postgraduate training now provided through the course for 
the diploma m public health will, we beheve, be largely incorporated 
in future in the course of training for the undergraduate, in view of 
the growing demand for doctors trained equally in preventive and 
curative health work. Postgraduate training in preventive and social 
medicine will then have, as its objective, the provision of facilities 
for advanced training in such branches of the subject as malariology, 
maternity and child welfare, industrial hygiene, public health 
administration, epidemiology, public health laboratory practice and 
statistics. Such specialised training may be of two types. The first 
will be of a limited character and will have as its purpose the equip- 
ment of health workers with a reasonable measure of proficiency 
in these subjects. This course of instruction may, it is suggested, 
ordinarily range from about three months to one year. The second 
will be for those who desire to attain the status of specialists in each 
of the abovementioned branches of preventive health work. For them 
we suggest that the period of training sliould be about three to five 
years. The candidate should be atta('li6:‘d to the preventive and social 
rnedicfinc department of a medical collcw and, during this period, he 
shonlcl associate himself more and more with the teaching, research 
and administrative activities of the department, including participation 
in the field training given to the students. We anticipate that such 
specialisation will generally he undertaken after an individual has 
had some period of practical experience in preventive and remedial 
health work. From the persons so trained it is suggested that recniit- 
ment can be made of suitable individuals for the more responsible 
administrative posts in the health department as well as for the 
higher teaching posts in the departments of preventive and social 
medicine in medical colleges. 

85. Tn view of the possible developments suggested above we 
believe that training in preventive and social medicine is likely to be 
developed in two types of institutions, (1) in the departments of social 
and preventive medicine associated with medical colleges and (2) in 
special institutions on the lines of the All-Tndia Institute of Hygiene 
and Public Health, Calcutta, or the London School r'yf Hvgiene and 
Tropical Medicine. This second type of institution will probably 
devote itself solely to postgraduate work and to research into commu- 
nity health problems. It will also require the provision of field train- 
ing centres to work in association with it. 

86. There remains for discussion in this chapter the question ol 
training three types of workers whose activities are solely related tc 

m 



ohapi^b xvm 


the problems of preventive medicine. We refer to the Public Health 
Engineer, the Public Health or Sanitary Inspector, and the Public 
Health Laboratory Worker and Technician. 

A. The Public Health Engineer 

87. Our proposals for postwar health development require a large 
number of qualified public health engineers for the tackling of the 
problems of environmental hygiene. Public health engineering 
applies knowledge concerning the practical control and modification 
of the human evironment to the prevention of disease and the promo- 
tion and maintenance of health. The major activities of a public 
health engineer include the following: — 

1. Quantitative and qualitative control of water supplies. 

2. Removal of solid and liquid community wastes. 

3. Control of milk and food right from production through trans- 

port to distribution. 

4. Control of air pollution. 

6. Control of thermal environment in housing, industry, etc. 

6. Control of pollution of streams, rivers, harbours, waterways, 

etc. 

7. Control of animal, insect and bacterial agents of commtmicable 

diseases. 

8. Safety and control of special occupational hazards in industry. 

9. Control of light, noise, etc. 

10. Promotion of amenities such as parks, playgrounds, bathing 
places, etc., slum clearance, town planning, generfid 
cleanliness and control of offensive trades. 

88. Other activities are continually being added to this list and it 
is evident that such specialised work calls for engineers with a definite 
public health outlook and a broad general education. A reference to 
the survey section of our report will show how backward is the control 
of sanitation in this country. In order to make a definite improve- 
ment in existing conditions it is estimated that about 2000 adequately 
trained engineers will be required, with a yearly allowance of 80-100 
tor replacements. 

89. As regards the type of training required, we trust that the 
enumeration of the public health engineer's functions made above will 
remove any impression that may exist that a course of instruction in 
Applied Hydraulics given to a student of Civil Engineering is suffi- 
cient to provide the type of worker who can satisfactorily perform the 
important duties expected of him. 

90. A oeginning in training can be made at the All-India Institute 
of Hygiene at Calcutta in collaboration with the Bengal Engineering 
College and the Calcutta University. Arrangements should be made 
to provide for at least 60 students at first on an all-India basis. For 
the Ir-t ten years 80 per cent, of the admissions should be restricted 
to specially selected engineers between the ages of 25 and 40 who 
are already employed in the Provinces and States. 

91. The course should consist of academic instruction and 
demonstrations for eight months with ah examination follov^ed by six 
tDOnths* practical training at selected centred. Those iKdie are not 
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already iu the service should undergo practical training for one year. 
Candidates may be awarded a degree or diploma on the completion of- 
the course. 

92. A syllabus for a special course for qualified engineers to be- 
come public health engineers and more elementary courses in public^ 
health engineering (1) for incorporation in the training course of all- 
engineering students qualifying for a degree in Engineering and (2)» 
for Engineering Supervisors to be employed in small municipalities- 
are given in Appendices 33, 34 and 35. These were prepared for us^ 
by Professor Subrahmanyan, All-India Institute of Hygiene and 
Public Health. 

93. At a later stage it is proposed that this subject should occupy 
a definite place in the courses of studies provided at the different 
Engineering Colleges, so that instruction in public health engineering: 
will form a part of the training of all those who qualify as engineers. 

94. It is further suggested that opportunities should be given to 
public- health engineers in public service to visit foreign countries for 
the study of recent advances in this subject. For this purpose the- 
grant of four or five fellowships annually is ‘recommended. 

B. The Public Health or Sanitary Inspector. 

95. The sanitary inspector is essentially a British Institution and? 
the work of such an inspector has become more highly technical and 
specialised within the British Empire than anywhere else in the 
world. He works under the Med’cal Officer of Health and is, in 
fact, his eyes and ears, his sanitary policeman, who enforces the* 
sanitary laws of the community. In Great Britain the certificate 
of the Royal Sanitary Institute and the Sanitary Inspectors Joint 
•Examination Board is an obligatory qualification. The instruction 
leading to the certificate extends over six months and is given in 
approved technological schools. After this the candidate is required 
to undergo practical training for a further period of six months. 

96. In India the sanitary inspector is often the only officer to look 
after public health and public works in many of the smaller muni- 
cipalities; his duties are heavy and his professional training not 
adequate to meet the requirements of some of his highly technicak 
duties. Hence he generally confines himself to supervising conser- 
vancy and spends the larger part of his time in writing reports instead 
of concentrating on outdoor work. The position of the inspector in> 
rural areas is worse, for his area is so large that it is difficult for him 
even to complete his round of visits. He literally has no time for 
many of the duties which are allotted to him. In.Bengal, there are 
at present 575 Sanitary Inspectors or one per thana of 80,000 — 
100,000. 

• 

97. British India will require a minimum- of 12,000 Public Health- 
Inspectors at the rate of 1 per 25,000 of the population, with replace- 
ments of about 800 annually. The present number under employ- 
ment is probably in the region of 3,000. 

98. ' The training given to these inspectors must prepare them to 
discharge their duties efficiently, and it must not be merely academic. 
The present position is unsatisfactory. The minimum standard of 
preliminary education for an inspector should be the school final or 
matriculation with mathematics or science subjects. A proposed 

885 



oHApmR xvm 

curriculum for the course is in Appendix 36. The period of training 
is one year. 

99. We wish to add a final observation on this subject. In order 
to obtain and retain the services of intelligent men for this important 
work it will be necessary to offer adequate rates of pay. The 
-‘apostle of health** will not carry much conviction if he is not paid 
enough to maintain his own health. 

0. Public Health Laboratory Workers 

100. Public health laboratories have not so far ilndertaken the 
training of laboratory workers. There are many fields in which 
epecialised training is necessary to enable such persons to staff public 
health laboratories at other centres. Water-analysis, examination 
and analysis of food-stuffs, the place of disinfectants knd their protec- 
tive value, problems connected with industrial health, etc., should all 
be taught and laboratory workers so trained will fill a definite place in 
any scheme of organised public health laboratory practice. 

(V) THE TRAINING OF NURSES AND MIDWIVES 

A. Nurses 

101. The conditions under which nurses have hitherto been required 
to carry on their profession in this country are recognised by all think- 
ing persons to be deplorable. As long as such conditions obtain it is 
inconceivable that Indian women from the more educated families 
will enter that profession in appreciable numbers. We give below 
in tabular form the main, but not the only, objectionable features 
of the present system together with the remedies proposed. It will 
be noted that in all cases it is within the power of Governments, if 
they so wish, to remove these obstacle^ which cause many aspiring 
candidates to refrain from undertaking this work which is of such 
prime importance to the welfare of their country: — 

Present condition Fnopoeed remedy 

1. A lack of any professional status • The granting of gazetted (oivU) rank to 

persons who by reason of pay drawn 
or the position of responsibility they 
oooapy may reasonably be given 
such rank.- 

% Underpaid senior positions • . Salaries to be reviewed and increased 

so as to render the profession attrao. 
tive and to meet local economic 
requirements. 

9. Grossly understaffed hospitals with An attempt to reach in due course the 
consequent overwork. international standard of one nurse 

to 2i beds. 

4. Deplorable living conditions with 1 A fresh and vigorous approach to the 
g^ss overorowdmg. • j 'problem of acoommod^ion and diet 

4. not balanoed and insuffloient for ^ oy the authorities oonoerned and the 
growing young yromen. J provision of requisite amenities. 

4. No repfeataonal or cultural faoilities • J 

7. No general superannuation or pension Inviguration of a pension or provid en^ 
sememes. soheme. 

The prohiem examined in detail 

102. There are at present the names of 9,500 nurses registered 
with the various Provincial Nursing Councils, but many nurses regi«*®^ 
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in more than one province, many are too old to practise, some have 
^died and some have left the country, often without having taken their 
t^ames off the registers. In our opinion a more accurate figure would 
be in the region of 7,000, which is equivalent to a ratio of one nurse 
to 43,000 of the population, or to 124 square miles of territory in 
•British India though it must not be thought that the few nurses 
available are spread evenly over the country in this proportion. 
Many — only too many — millions of the population cannot afford the 
luxury^of a nursing service,' and many even of the State-managed 
hospitals are without this essential personnel. There are not in the 
whole of India today so many qualified nurses as there are in London 
.alone. 

103. The nurses whose names are on the various registers differ 
gceatly in their professional ability and their educational background. 
There are at present approximately 190 schools where training recog- 
nised by the Nursing Councils is undertaken, but these training 
schools are far from satisfying even the minimum requirements of a 
modern training institution. In most of them students are employed 
as unpaid nurses, working long hours with no adequate time for 
study. In that way in almost every hospital in India, the education 
of the nurse is sacrificed to the urgent demands of the nursing service. 
Furthermore, in no hospital is there a staff adequate either in 
numbers or in experience to provide the necessary instruction and 
the supervision of training. An All-India Nursing Council, which we 
are recommending elsewhere in this report, will ensure th^t the 
required standards of training afe attained by all the training institu- 
tions in the country, and that student nurses are regarded as 
students and not as employees of the hospitals at which they are 
*studying. 

104. (a) The living conditions in training centres , — The living con- 
ditions in framing centres at present are, in most cases, deplorable. 
Overcrowdi ig is almost universal and even the barest essentials for 
hygienic lining are not provided. In some centres student nurses are 
even expected to cook their food in their own rooms in their off-duty 
time, while recreation rooms for nurses are practically non-existent. 
These conditions require the most drastic revision. Young growing 
women who work hard require well-ventilated rooms with sufficient 
regard to privacy and with special arrangements for quiet for night 
niirses, sufficient light and air, and an adequate diet supervised by a 
properly qualified person. The student nurses should be provided 
with accommodation of this type, free board, laundry, uniform and r.o. 
charges should be levied for any of the amenities provided. Besides 
this they should be given a stipend ranging from Es. 15 to Es. 25 
per mensem. The living accohimodation for student-nurses should 
he separate from that of staff nurses, and should include dining, 
sitting and bed rooms, proper bath rooms and lavatories, the apai-t- 
^ents being fully furnished not on any expensive basis, but to meet 
^ihe ordinary requirements of students. Proper facilities should be 
provided' for recreation both indoors and outdoors. 

106. (b) The target to be aimed at — ^The^ target to be aimed at is 
^he provision of one nurse to 600 of the estimated population at the 
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end of 30 years — ^roughly 600 million. This will mean an attempt to. 
raise — 


20,000 nuises at the end of • • • 

. . 5 years 

50,000 

M 

„ . • • 

• 10 „ 

100,000 


>» • • 

• 16 t, 

250,000 

»» 

,, ... 

• • 20 ,, 

500,000 


t* ... 

. 25 .. 

1,000,000 

O 

99 ... 

• 30 


106. The aetual number of nurses that can be trained depends 
upon three factors — 

(i) the number of young women with a proper educational. 

qualification who will be prepared to enter the nursing 
profession ; 

(ii) the number of properly equipped and properly staffed train- 

ing institutions that will be available tr train such 
nurses and 

(iii) the financial resources available for such training. 

107. The great need is to elaborate a satisfactory short-term 
policy. The long-term programme is so intimately bound up with 
post-war development in other spheres, particularly education, that 
it must await their collateral development. There is no doubt that 
the spread of educational facilities, better teaching and the introduc- 
tion of compulsory education up to at least the high school standard 
will eventually attract larger numbers to the profession. Meanwhile 
the immediate need is for a thorough overhaul of the existing training 
centres together with the establishment of others better designed and 
more adequately equipped. 

liitaUishment o! Frelizninary Training Schools 

108. It must be borne in mind that not all provinces possess the 
same facilities for the training of nurses. In some of them the 
education of women has progressed further than iu others. We 
believe that in South India, particularly in the southern districts of 
the Madras Presidency, in the States of Travancore and Cochin, in 
Mysore and the Bombay Presidency, if the conditions of service are 
made more attractive, a larger number of students will be attracted 
to the profession of nursing. A-s regards the rest of India the outlook 
is not so hopeful at present. A great handicap to the immediate 
setting up of regular training centres is the extreme shortage of 
efficient sister-tutors, and it is felt that the only immediate solution o£ 
the problem which will permit the full utilization of the very fgw who 
are at present available is the establishment of preliminary^ training 
schools at suitable centres, though it must be clearly recognised that 
this is an emergency short-term measure and not intended to replace 
the regular systematic training of nurses. It is proposed, therefore, 
that a sufficient number of training schools should be established over 
as" wide an area in each province as possible. 

109. These schools will give elementary instruction to students 

who wisk to become nurses, midwives, public health nurses and hospi- 
tal social workers. The basic preliminary * course proposed by us p 
these institutions is devised to .instil into the students a 
approach to health problems from the very commencement, in 
nursing course can be made interesting only if it is i 

existing educational backgrounds and linked to community and n 
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oonditions. The elementary course is so planned that it will provide 
those students, who do not proceed to the full professional course, 
with valuable experience immediately applicable in their own hoitfes 
and villages. 

110. Candidates should not be less than 17 years of age and che 
<)Our8e should not be less than 14 weeks — is weeks for study and 
one week for examination. This permits of three sessions annually, 
allowing 10 weeks for transfers and admission of students and holi- 
days for teaching staff. The approximate number of hours of tuition 
per week is 84, allowing for rest during one afternoon and a whole 
day in each week. (Details of the proposed course are given in 
Appendix 37.) 

<Ilie Training of Nuraea 

111. In order to ensure that our recommendation should be of the 
most practical nature we obtained the advice of a Conference of the 
representatives of the civil nursing profession from the provinces and 
-of the Army nursing services of India, the United Kingdom and the 
United States, who have furnished us with material for the following 
scheme, which we now advance for training the large number of 
nurses who will be eventually required. 

112. It is recommended that there should be two grades in the 
?profession with corresponding types of training i.e., a junior grade 
and a senior grade. In addition to these two grades it is proposed 
’that a University Degree course in nursing should be established, 
wherever possible, and that postgraduate courses for nurses should 
be instituted in order to train selected nurses for assuming the more 
responsible duties of their profession. 

113. The course for the junior certificate . — The age for admission 
should be 17 years and the entrance qualifications should be not 
less than a completed course of the middle school standard. This 
standard of entrance may be raised as the education of women in 
India progresses and this course ultimately abolished as soon as 
•there can be one uniform course of training for the nursmg profes- 
eion. The details of the suggested course of lectures and demons- 
trations for this certificate are given in Appendix 88. The length 
vOf the course should be three years. 

114. The course for the senior certificate . — ^The minimum entrance 
•qualifications for this course should be a completed course for 
matriculation, school leaving certificate, the Junior Combridge or 
their equivalent. Training should extend over three years while, if 
midwifery is included, four years should be adequate to prepare a 
nurse to assume any responsible post in the field of general nursing 
or of public health. A draft syllabus for the senior certificate course 
is given in Appendix 89. 

Though the courses arranged for the junior and the senior certi- 
ficates should be entirely separate, it should be arranged in planning 
all syllabuses that the preventive side of medicine and the social 
aspects of nursing are brought continually before the student through- 
out her training. Instruction may be given either in English or in 
■the chief languages of India. If instruction is given in these different 
languages it must be ensured that text-books are of the proper stan- 
dard and that they are brought up-to-date at suitable intervals. In 
order that this may be ensured it will be necessary to establish a 
central agency or editorial board. 
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115. Examinations , — The qualifying examination for nurses shouldi 
be jpontroIleJ by the different Provincial Nursing Councils and. 
Medical Examination Boards subject to the general supervision of 
standards by the All-India Nursing Council. There should be two 
examinations, an intermediate at the end of the preliminary period 
of twelve to eighteen months of training and a final at the completion 
of the course. The examinations may be held twice a year. While 
emphasis should undoubtedly be placed upon examinations as fit 
and proper tests to ascertain the progress that the nurse has made, 
in the assessing of educational assets greater emphasis should be- 
laid upon the adequacy of the teaching centres, the facilities which 
they have at their disposal, the equipment they possess, the number 
of nursing staff, the hours of work for pupil nurses, the qualifications 
of those engaged in training, and last, but by no means least, the 
qualifications, attainments and personality of the head of the Nurses 
Training Centre. 

116. Hours of work . — The hours of duty at present required from 
student nurses vary in different hospitals, ranging from 45 to 70 a 
week for day duty, and from 49 to 90 a week for night duty. Few 
schools include lecture and class room demonstrations in the duty 
hours, while many expect the student nurse to attend classes when 
off duty. It should be clearly realised that it is impossible for 
young growing women to carry the burdens of hard work and. hard 
study at the same time without a danger of interference with »heir 
health. The International Council of Nurses recommends a 48 
hour week both for day and for night duty and in this all class ?'} 
and lectures are included. At least one hour of study should be 
arranged for each hour of class work and the total of classes, study 
and duty should not exceed 10 hours a day in a six day week. Thio 
arrangement leaves the student the necessary free time for recreation, 
hobbies and social contacts which are so desirable for the develop- 
ment of a well-balanced personality. We strongly recomnund that 
this international standard should be the target for all 1 raining 
institutions for nurses in this country. 

117.. Requirements of training centres . — It is desirable that cacii 
training centre should provide training in all the subjects of tlie 
curriculum. In some cases training is given only in hospitals for 
women and children, while in other cases it is restricted to hospitals 
for men. As an interim measure we suggest that, in the former 
case, the training centre should have affiliated to it a hospital wh^ro 
both surgical and medical male patients are treated, and that nurses 
should be posted there for a period of at least six months. In the 
latter case aflSliation should be sought with a hospital for women and 
children and training given therein for at least one year. In either 
case the affiliated hospital should be adequately staffed and up to 
the requirements of an institution for the training of medical men 
during internship. 

118. Qualified staff in teaching centres. — ^No teaching centre for 
nurses can adequately fulfil its role unless it is manned by a well- 
qualified staff who, besides bearing the responsibility of looking after 
the patients, will find time for supervising, directing, and advising 
the student-nurses when they are on duty. It is recommended that 
for every 26 beds in a teaching hospital, there should be one Sister 
and three Staff Nurses in order to provide fo^ supervision of the 
ward nursing personnel during the whole 24 hours. This exclua 

890 


PROFESSIONAL EDUCATION 


the administratiye staff required for night duty. In a hospital with^ 
800 beds or less, there should be a Nursing Superintendent, an 
Assistant Nursing Superintendent, a Sister-Tutor, and a Home and* 
House-keeping Sister. The administrative staff should never be less 
than three since it is necessary to provide for relief, off duty and. 
for vacation. In a hospital with over 800 beds, the staff should 
consist of a Nursing Superintendent, a Theatre Sister, an Assistant 
Nursing Superintendent, a Home Sister, two Sisters-tutor, and a 
House-keeping Sister specially qualified with a sound knowledge of 
nutrition. It is our hope that eventually these recommendations 
will apply to all hospitals, whether teaching centres for nurses or- 
not, but as a short-term policy we advocate that they should be 
considered as absolutely essential for the efficient running of a teach- 
ing hospital. *There should always be a Night Supervisor who is 
specially qualified to carry on the administration of the hospital at 
night. It should not be expected that the Night Supervisor should 
also undertake the responsibility for emergency work in the operat- 
ing theatre. Arrangements should be made for two staff nurses to 
be available for these night emergencies. In addition to the minimum 
staff suggested above supplementary provision should be' made for 
the relief of the regular staff of the hospital during vacation and 
sickness. 

119. Advanced study for trained nurses . — Such courses in hospital 
administration, sister-tutor courses, courses for public health super- 
visors and others should be instituted as early as possible. At 
present in most of the Provinces there are no properly qualified 
teachers to conduct such courses or to conduct proper courses in 
public health nursing. We recommend that a suitable number of 
carefully selected Indian ladies* should be sent abroad at an early 
date to study in Universities, such as London and Leeds in the 
United Kingdom, and Toronto and Nashville Tennessee in the North 
American Continent, wher(3 courses of instruction are available. At 
least 36 scholarships should be given for this purpose every year 
for the next five years, and if the experiment is successful, the 
number of these scholarships should be increased. 

120. University education . — Degrees in nursing are given by cer- 
tain Canadian and American Universities and London University 
awards a Diploma in this subject. We consider it essential that sucii 
a degree course in nursing should be instituted as early as possible 
in India in order to provide leaders for the nursing profession from 
among the more highly educated and cultured ladies. It is proposed 
that, as a first step, the School of Nursing Administration at Delhi 
should be transformed into a College of Nursing. It is hoped that 
eventually the three provinces of Madras, Bombay and Bengal and* 
the larger provinces will similarly develop their own Nursing Colleges. 
When those sent abroad for training return it is hoped that a degree* 
course may be instituted in association with these Colleges of Nursing, 
so that there may be combined in one unit a Model Preliminary 
School, a five-year degree course and advanced courses in Hospital 
Nursing Administration, in the Teaching of Nurses and of Publie 
Health Supervisors. 

121. Accommodation . — It is emphasised that, since nearly ali 
existing institutions are inadequately staffed, the nursing which they 
provide is, and must remain, of a low standard until urgent and 
Decessary improvements have been undertaken. The main limiting 




factors in this respect are accommodation and funds. If accommo- 
rdation were sufficiently provided, an extra three or four thousand 
nurses could be trained in the existing institutions alone. It is 
estimated that approximately one thousand candidates are imme- 
diately available for the proposed Junior Certificate Course and a 
further eight hundred for the Senior. 

In view of this serious hold-up in .training it is urged that imme- 
diate consideration should be given to the problem of providing the 
required accommodation, either by the construction of new Nurses 
Homes, or by the commandeering of buildings suitable for this pur- 
pose. We feel that, without adequate arrangements for accommoda- 
tion, the rnost important of our recommendations for the training of 
nurses cannot be carried out. In view of the obvious fact that, on 
demobilization, large numbers of nursing auxiliaries, both male and 
female, will be demanding facilities for completing their training, it is 
essential that these constructional works should be undertaken with- 
out delay. Priority for building materials should be given to those 
institutions which have made repeated and urgent requests for 
supplies. 

122. A Pre-nursing Course . — In order to permeate the community 
with elementary notions regarding hygiene and the basic principles 
of nursing and mothercraft it is proposed that a pre-nursing course 
should be introduced in the final year curriculum of all high schools 
as an optional subject. Such a course woujd serve the double pur- 
pose of providing young women with useful knowledge wherewith to 
commence a nursing career, and ii that is not intended, with useful 
experience in the management of a home and the care of children. 
A suggested schedule is set out in Appendix 40. 

We hope that such a scheme, if given effect to, would help in 
•providing recruits for the proposed Junior Certificate Courses at the 
Preliminary Training Schools. A kindred proposal, which might 
work to the same end by providing useful training during the period 
between the school leaving age and entrance to a training school, is 
the establishment of properly staffed centres for the day custody 
ihe children of mothers who are at work. Such centres could hav^.. 
considerable scope for giving elementary instruction in hygienic 
principles to girls who intend to take up nursing later as a profession. 

123. The status of certificated nurses . — In some of the more 
^advanced countries of the world Jhe nursing profession is recognised 
as being equal in status to the medical profession, in that both 
;are concerned with the healing art although their duties and respon- 
sibilities may differ. The Matron, or the Nursing Superintendent, 
•contributes her full share towards the administration of the hospital. 
She attends the weekly meetings of the House Committee, she 
works in close collaboration with the Superintendent of the hospital 
:and she is regarded by the Consultant and Eesident Medical staffs 
ras their colleague. In India, however, in the opinion of the general 
public, the status of nurses is so low that Provincial Governments 
place ‘them in the subordinate grades. The recent granting of oomn 
missioned rank to members of the Indian Military Nursing Service 
has done something to remove this stigma and has raised that service 
to the level of the Imperial and Dominion Nursing Services. We 
have already made our suggestions regarding the grant of gazetted 
status to nurses. 
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124. The safeguarding of nurses against ill-^health and di ability: 
provision for old age , — We consider it essential that nurse* should 
be protected in sickness and in old age. The health organisation 
that we have recommended, if developed on the lines indicated by 
us, will bring within its fold a considerable proportion of the existing 
nurses as well as almost all those who will be trained for many years 
to come. In public service medical leave is one of the privileges 
which all enjoy while provision for old age is usually made either 
by the grant of a pension or through a provident fund scheme. It 
will be remembered that the services under local authorities will, 
.under our health organisation, be provincialised so that the benefits 
under consideration will become applicable to all classes of nurses 
maintained out of public funds. Thus there will be adequate provi- 
rsion for sickness and old age in respect of the vast majority of mem- 
bers of the nursing profession. We recognise,.,i^t the same time, that 
a certain number will remain outside the public services. We have 
in mind such nursing services as may be maintained by voluntary 
^organisations, including missionary bodies. Wo would suggest that 
the authorities concerned should investigate the possibility of providing 
the benefits under consideration to this class of nurses. The transfer 
of the services of a person from one Government to another does not 
affect such medical leave, pension or provident fund as she may have 
-earned under the previous Government, because these benefits are also 
transferred to her credit in the new post. We consider that nurses 
serving outside the public service should also have this benefit of 
transference of their earned sickness leave and pension or provident 
fund. We suggest that the “Contributory ‘Federated Superannua- 
tion Scheme for Nurses and Hospital Officers'* introduced in Great 
Britain in 1928 may serve as a model for a scheme to be introduced 
in this country in order to afford these safeguards to this particular 
section of the nursing profession. One of the strongest and most 
important features of that scheme is that membership is continued 
throughout the individual's career. Tf contributions are suspended 
on migration all contributjons already paid remain intact for the 
benefit of the member and accumulate at compound interest. In 
no circumstances whatever cap a member lose any part of her 
■contributions. 

Although we have drawn attention here only to the need for 
providing such benefits to nurses in the service of private organisa- 
tions, we feel that the question is one of much wider application and 
that other workers also require similar protection. The matter 
Sherefore deserves consideration at the hands of the authorities con- 
cerned. Such provision will appropriately form part of any general 
scheme of social security for the coinmunity as a whole. 

Another question also seems to require consideration. Nurses 
are, in spite of all precautions that may be taken, continually exposing 
themselves to injury to their health during the normal discharge of 
their functions. There are also other types of health workers who 
fi-re exposed to similar hazards to their health. Monetary compen- 
sation for specific damage to health caused by conditions arising out 
<>f a person's occupation is a recognised provision for industrial 
Workers in most countries, and we feel that an extension of this 
benefit to workers in other fields of activity useful to the community 
^8 a reasonable proposition. Such a proposal mav eventually embrace, 
Within its scope, most persons who are gainfully employed outside 
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their own homes and its adoption is therefore likely to raise hnancial 
considerations of a far reaching nature. We do nob consequently feei 
justified in doing more than throwing out the suggestion that the* 
grant of compensation for damage to health due to causes associated 
with a person's occupation has a far wider field of application than 
that of industrial workers. 

B. Male Nurses 

125. Owing to the social conditions and customs in certain parts- 
of India, male nurses play an important part in the health programme 
of India. Men can go out to nurse in districts where women cannot 
go, and do work which women are unable to do. It is a regrettable 
fact that some excellent schools for male nurses have had to be 
closed because those trained in them have found it difficult to obtain 
posts with a salary of more than Es. 15 to Es. 40 a month. 

126. It is obvious that, with the present acute shortage of trained 
nurses, male nurses and male staff nurses should be trained and 
employed to a considerable extent in the male wards and male out- 
patient departments of Government Hospitals, thus releasing women 
nurses for other work. The social background, professional educa- 
tion and entrance qualification for male nurses should be the same 
as for women mnrses, with an equivalent salary for corresponding 
work. Proper hving quarters for single men and family quartern 
for married nurses will have to be provided. 

G. Public Health Nurses and Health Visitors 

127. There are in India today about 1<A) or 800 health visitors, 

1 to 875,000 of the population in British India. Very few of thesi: 
health visitors are registered nurses. Most of them are certified 
midwives and have had a 9 to 18 months training in the duties of 
health visitors. Their work has been almost entirely limited to 
maternity and child welfare. None of them are rendering that type 
of service to the individual, family and comrmmity which is consi- 
dered necessary in health programmes today. They function ae 
maternity supervisors and train and supervise dais in order to provide 
for trained attendance on the mother at childbirth. They carry out 
much valuable work in their health centres and by home visiting, 
but the quantity of work to be done, the limited training of the health 
visitor and the widespread influence of superstitutio:^, ignorance and 
unhealthy habits, make effective health education of the public 
extremely difficult. In order to promote preventive work on more 
efficient lines it will be necessary to replace this partially trained typo^ 
of health worker by the more fully qualified individual, whose func- 
tions we shall discuss pn sently. 

128. It is regrettable that there is no uniform standard for the? 
education and registration of health visitors in India. Four out of the 
eight existing schools have doctors and not health visitors in charge, 
and only one of these doctors has a diploma in maternity and child 
welfare. Only four of the schools have, under the control of the 
school, field training centres which are meant to provide practic^ 
experience for the student health visitor. The lack of any organised 
system of social service throughout the country greatly handicapt^ 
the efficient functioning of health visitors. 
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129. The form of training which lias been found elsewhere to give' 
the most satisfactory results is that devoted to the production of 
public health nurse. This has proved to be more effective in opera- 
tion and less expensive to administer than the provision of multiple* 
specialised services such as maternity and child- welfare, school 

health and tuberculosis work. The public health nurse is a type of 
health worker hitherto unimown in this country. We may indicate 
her functions by the following quotations from an article entitled 
“Functions in Public TTealth Nursing” in the journal, Public Health^ 
Nursing, of November 1936. 

“Public health nursing includes all nursing services organised 
by a coiiimiinity oi’ an agency to assist in carrying out any or all 
phases of tlie public* health nroaramne*. Servif:es may be rendered on 
an individual, family, or community basis in home, school, clinic, 
or business establishment. 

It is the responsibility of thci public health nurse to assist in 
analysing health problems tind related social problems of farniliefi 
and individuals; to Ik In them, with the aid of community resources, 
to formulate an acceptable plan for the protection and promotion 

of their health, and to encourage them to carry out the plan. The 

public liealth nurse : 

1. ]udj)s to secure early medical diagnosis and treatment -for 

the side; 

2. renders or secures tuirsing care of tlu^ sick, teacher 

through demonstration and supervises care given by 
relatives and attendants; 

3. assists the family to .carry out medical, sanitary, and 

social procedures for the prevention of disease and 
the promotion of health; 

•1. helps to secure adjustment of social conditions which affect 
lu'alth and 

o. influences the community to develop public health facili- 
ties through participating in appropriate channels of 
community education for the promotion of a sound, 
adequate community health programme and shares in 
community action leading to betterment of health 
conditions. “ 

180. The nurse who can, in lier relations with a particular family, 

engaged in tuberculosis follow-up, prenatal care, the conduct of 

delivery and the subsequent postnatal care of mother and child has 
earned the position of a family friend, and one to whom the family 
will turn in their troubles. She becomes in fact the “Minister of 
Health” in the home. 

181. The public health uursc who is to carry out this generalised 
type of nursing service should be a fully qualified certificated nurse 
and midwife. Her training will, however, differ to some extent froin^t 
that of an ordinary nurse. The educational programme for her 
should stress, throughout, the preventive point of view. A curri- 
culum should be worked out, which will carefully balance an 
integrated class room instruction in the science and art of nursing 
and in social studies with well-planned experience in hospitals, com- 
munity health services and in the home. Experience of rural work: 
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should be speoiallj provided. The course of training for this class 
of health worker should be carefully worked out so as to suit Indian 
.conditions. We therefore recommend that, in the first instance, 
the training of public health nurses should be organised in 
association with important training centres, where medical colleges* 
and nursing educational institutions for the higher grade of nurses 
.are provided. In these centres facilities for field training wdl also 
be available so that adequate opportunities can be provided for 
the trainees in public health nursing to acquire public health 
-experience and to participate in domiciliary practice. At a later 
stage, in view of the necessity for providing a very large number 
of public health nurses to man our health services, it is suggested 
•that nurses undergoing training in the ordinary training institutions 
might be attached, for specific periods of time, to the field organisa- 
tions of medical colleges in order that they might obtain the neces- 
sary training in public health and domiciliary service. 

132. We anticipate that, in due course, the need for facilities for 
training in community health work will increase considerably because 
we believe that nearly all types of health workers will require such 
•training- if they are to perform their functions satisfactorily. We 

have therefore provided, in each primary unit, associated with 
teaching institutions, housing accommodation for 12 trainees, who 
may at any time consist of doctors, nurses, midwives or other types 
rof workers. 

133. A course of four to five years should be sufficient to cover the 
general nursing, midwifery and public health training necessary. It 
must be made quite clear that, at present, there are no properly 
■trained and qualified teachers or supervisory staff capable of con- 
ducting such a public health nurses training school in India-. In 
•building up such a staff it is hoped that advantage will be taken of 
the proposal made above to send selected Indian women abroad 
for study in connection with the more advanced problems of nursing 
education. Tt would be most suitable if, among the 36 students 

‘.suggested for this study, some could be sent for specializing in the 
training of public health nurses, who would, on their return, co- 
operate in the work of the College of Nursing. Tn that way only, 
it is thought, can an adequate and comprehensive scheme be 
evolved for the development of this essential type of training. 

134. About 125,000 public health nurses will be required in British 
India alone by the time our long term programme is reached, taking 
into account the leave reserve necessary for the maintenance of the 
service. As an interim measure every effort should be made to 
impress on health visitors, during their training, the requisites of nor- 
mal health, the preventive measures to he adopted against disease tod 
the elementary principles of social medicine. 

jy. Midwives 

135. Soviet Eussia holds the midwife in such esteem as the agent 
who, above all others, entering the homes of the very poor, can 
instil there the principles of health and the care of infants, that an 
institute has been established in Moscow for the “protection of 

'Motherhood and Infancy*' the main function of which is to estab- 
lish standards and supervise curricula for the training of midwives 

the schools which have been set up all over the country. A two 
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years' course of theoretical and practical training is given ^bigerist — 
Socialised Medicine in U.S.S.B.). It is interesting to note that,, 
whereas the midwife is a standing institution in most other countries,, 
she is almost unknown in the U.S.A. 

136. In India today there are approximately 10,856 certificated 
midwives, and 662 assistant midwives registered by the Provincial 
Councils, but for the reasons that we have already given in the 
case of nurses, we feel that these figures are probably in excess of 
the correct number. It is likely that an accurate estimate of the- 
number of midwives actually available for midwifery duties is in the 
region of 6,000. In order to provide one midwife for every 100 
births, approximately 100,000 midwives will be required for British > 
India and, to maintain that number, about 2,000 fresh pupils will- 
have to be taken under training each year. 

187. We have drawn attention elsewhere to the appalling rates of 
maternal and infantile mortality in this country and have adverted 
to the measures that should be undertaken to sever what is really 
the tap-root of the tree of ill-health, which overshadows the people 
of India. One of the most important of those measures is the 
provision of the services of a trained midwife for every confinement 
that takes place in the country. It will therefore be seen how 
essential it is to arrange for the proper training of this class of 
personnel in very large numbers. 

138. The widespread efforts made in the past to attract Indian 
women of even a low standard of education to the profession of mid- 
wifery have, in most parts of the country, met with limited success. 
It is true that, in Madras, the situation is not so difficult as in other' 
parts of India, a probable cause being the fact that the general level 
of education among women in that province is higher than in other 
provinces. We therefore feel that, for many years to come, it will 
be necessary to encourage the training of the indigenous dai. She 
as the hereditary midwife, has her recognised place in the Indian home 
throughout the country and she therefore seems to be a valuable agent 
for spreading all over India the practice of modern midwifery, pro- 
vided she can be made, by adequate training, to render reasonably 
efficient service to the mother and infant during the discharge of her 
functions. We realise that the dead weight of ancestral tradition 
may be so heavy on her that, in attempting to educate a woman of 
this type, the success achieved may prove to be quite limited. Never- 
theless, we feel that, in view of the magnitude of the problem and 
by the force of existing circumstances, the services of the indigenous 
daz, with such training as she can be made to assimilate, will have to 
be utilised over most parts of the country for many years to come. 
The type of training that may be given to her will be dealt with 
presently. 

139. At present, instruction in midwifery is given both in English 
and in the vernacular languages. Courses in this subject vary 
from nine months to one year in the case of certificated nurses and 
from 18 months to two years for midwives. Only four provinces 
include domiciliary experience in the training — ^Madras, the North- 
West Frontier Province, the Central Provinces and Assam. 

140. We are of opinion that midwife^ training should be uniform 
for all nurses, the period of such training being one year for the 
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iully certificated nurse, whether junior or senior. On the other 
jhand it should extend to at least 18 months for the midwife. In 
many training institutions, it is required that training in midwifery 
should form an essential part of the general training in sick nursing. 
While we value such training and feel that it gives a complete 
'-education to the nurse, we must draw attention to the enormous 
-wastage that it involves. This wastage is two-fold. The bulk of 
those who receive midwifery training do not contemplate practising 
midwifery and as a matter of fact avoid it, restricting themselves 
-to the field of sick-nursing. Secondly, many of the nurses trained 
4n midwifery forget in course of time all that they have learnt and, 
when actually posted to perform such duties owing to their being 
technically qualified as midwives, are found unable to carry them 
-out satisfactorily. In view of the urgent need for training a very 
large number of midwives, we suggest that until facilities are 
available' for an increase in the number of training centres, mid- 
•wifery training should be given only to two classes of people, (a) to 
<the candidates who will follow the profession of midwifery and (b) 
to those certificated nurses who will run maternity institutions and 
hold the more responsible positions in the midwifery practice of 
the country. Training in midwifery will include training in sick- 
•nursing, elementary anatomy and physiology, as well as in the 
fproblems of public health, particularly in their relation to infectious 
-diseases, etc. A suggested course is given in Appendix 41. 

141. It is proposed that, as for nurses, there should be two grades 
of mid wives — junior and senior with equivalent basic standards of 

•education. The minimum age for commencing training as a pupil 
'midwife should be 18- years, though intending midwives will be 
•eligible for the prenursing courses which we have proposed for inclu- 
sion in high school curricula. 

142. Training centres for midwives . — These require considerable 
’improvement and not all of them deserve recognition. The most 
iserious drawbacks are: 

(i) lack of properly trained and well-qualified supervisory 

staff; 

(ii) lack of adequate facilities for ante-natal and post-natal 

work; 

(iii) lack of domiciliary practice and 

(iv) lack of opportunities for witnessing complicated cases of 

labour. 

“The present practice of admitting pupils in numbers based upon 
4ihe annual number of deliveries in an institution is wholly illogical 
and no institution should be recognised as a training centre for 
'midwives which does not meet the following fundamental require - 
iments: — 

(i) there should be a minimum number of 600 cases of labour 

a year conducted within the hospital; 

(ii) there should be provision for antenatal cases being treat- 

ed both in the inpatient and in the outpatient depa^ 

ments, with the minimum number of ten beds avail- 
able for inpatients; 

(iii) in addition to the medical staff there should be a superior 

nursing staff qualified and experienced in midwifery; 

,(iv) proper accommodation for pupil-midwives should 
• Aivailable in> the training centre;. 

898 



PROFESSIONAL EDUCATION 


(v) domiciliary practice within easy reach of the hospital 

training centre should be available, under adequate 
supervision and with facilities for transport and 

(vi) a properly equipped teaching centre with models, 

diagrams, specimens, and library facilities should be 
available. 

The training can be given either in English or in any of the Indian 
languages, but if training is given through Indian languages the 
person wlio gives this training should himself or herself be a practi- 
sing obstetrician holding, a senior and responsible post in the 
hospital. The method by which teachers in midwifery are appoint- 
ed, more on the basis of their linguistic qualifications than on their 
professional attainments, should not be encouraged. 

143. Text-books . — As in the case of nurses, so also in the case of 
midwives, there is a great need for up to date text books. These 
could be arranged by the Editorial Board, which has been suggest- 
ed earlier, in such languages as Tamil, Telugu, Canarese, Malayalam, 
Marathi, Gujarathi, Hindi, Urdu, Bengali, Sindhi, etc. 

144. Revision courses . — There is little use in making elaborate 
arrangements for the original training, if no provision is made for re- 
fresher courses, which will enable the midwife to learn about advances 
in her profession. It must not be forgotten that the midwife works 
largely by herself and often in out of the way places, while the nurse 
works usually with medical men who help to keep her up to date. 
It is, therefore, evident that the need of the midwife for such courses 
is very real and we suggest that they should be arranged at intervals 
of five to seven years in all training institutions for midwives and that 
all midwives should be required to attend them at those intervals 
during their professional career. 

E. J)aiB 

146. We have already expressed the view that the continued em- 
ployment of these women will, for a period, be inevitable. A trained 
dai is obviously better than an untrained one, and a scheme must 
he elaborated by which it may be possible to get the most effective 
use out of this type of personnel, h’or the successful working of such 
d scheme certain matters require consideration. The dai, as the 
hereditary midwife, has great influence over the people and any 
plan which fails to secure her active co-operation may stand little 
chance of success. One of the reasons underlying the hostility 
shown by the dai is the fear that the restrictions that the health 
authorities may introduce will probably deprive her of the emolu- 
ments to which she has been entitled in the past. Another is 
the feeling of scepticism with which the human mind looks on 
^ill innovations. With her conservative outlook and lack of edu- 
cation she finds it difficult to believe that her traditional practice 
<^f midwifery is faulty and that the new methods suggested by 
the health authorities are an improvement on her own. An 
essential feature of our scheme should therefore be'^to secure her 
<5onfidence by dispelling her fears regarding the probable loss of her 
Established rights to certain emoluments and to attempt, only by 
stages and with a sympathetic understanding of her own background 
ignorance and prejudice, to win her over to the adoption of certain 
•^cessary changes in her traditional practices. 
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146. One of us (General Hance) has had considerable experience in 
developing a midwifery service through trained dais in North-West* 
Frontier Province. The first attempt was made in Dera Ismail Khan. 
Two health visitors were placed in charge of the scheme. The local 
dais were invited to report to the health authority the confinement, 
cases they \vere called in to undertake. When such reports were 
made, one of the health visitors went, on each occasion, to the house 
concerned and attempted, with tact and a sympathetic handling of the* 
dai, to improve her practice of midwifery through such simple 
methods as the washing of hands before assisting in the confinement 
and the avoidance of interference with the normal course of delivery. 
For each case that was brought to the notice of the health authority 
a fee of Ke. 1 was paid to the dai. It was made quite clear to 
these women that there was no intention to deprive them of their 
legitimate income and that the purpose of the health visitors' visita 
was to help the dais with such advice and guidance as would prove 
useful to them. Thus, in course of time, there developed an 
atmosphere of mutual trust and friendly co-operation, which facili- 
tated the starting of the next stage of the experiment. 

147. Selected dais were taken for training in midwifery in the local 
hospital. They were given food, lodging and a stipend during the 
period of training and, when they went back to work, they accepted 
with greater willingness than before the help and guidance of the 
health visitors in the conduct of the deliveries they had to handle. 
The domiciliary midwifery service wliicli was thus developed was 
based on the hospital, the two health visitors acting as the agents 
for carrying out skilled supervision of the work of trained dais. 
Through antenatal and postnatal clinics established at the hospital, 
health visitors and trained dais were encouraged to persuade expect- 
ant mothers and women after childbirth to attend the clinics for 
suitable advice and treatment. The hospitalisation of difficult cases 
of labour was also facilitated through the co-operation that was 
established between that institution and the trained dais. It will 
thus be seen that, although in a limited way, a co-ordinated scheme 
of institutional and domiciliary midwifery service was developed in 
the area by utilising the services of trained dais. The success of the 
scheme was founded on the absence of compulsion and on the en- 
listing of the interest and co-operation of the hereditary midwife by 
disarming her of her fears and suspicions regarding the .intentions of 
the local health authority. 

148. We understand, from another member of our committee 
(Dr. Butt), that the attempt to train indigenmis dais and improve 
their normal practice of midwifery has been found equally successfnl 
in the Punjab. 

149. In selecting dais for training experience lias shown that it is 

difecult to wean elderly women from their established habits and 
that the more intelligent among their daughters and daughters-in- 
law provide suitable material for such training. When devising the 
course of study it should be home in mind that dais working^ m 
urban and rural areas require a somewhat different type of training. 
Tn both cases emphasis must he laid on certain common matte^, 
which include the diet in pregnancy, the hygiene of ptegnancy, the 
danger signals to be looked for, the various presentations, the conduct 
of labour with the minimum of interference and the importance ot 
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giving up certain bad habits of midwifery known to be practised by 
indigenous dais. The better facilities for hospitalisation and for 
antenatal and postnatal care that towns generally provide point to 
the desirability of emphasising, in the training course for the urban 
daij the need for sending expectant mothers to maternity and child 
welfare centres for periodical examination and treatment and for 
advising all women with any abnormality or adverse medical con- 
dition to seek admission into hospital for delivery. In the absence 
of equal facilities for medical care in the rural areas, the training 
of the rural dai should lay special emphasis on danger signals and 
abnormalities, the precautions to be taken under such conditions, 
the availability of skilled attention in the neighbourhood and the 
methods of transporting the patient to hospital with the least possible 
risk to her health. In both cases the training * should include the 
experience of midwifery under hospital conditions and in the homes 
of the people. Hospital and home conditions are so different that we 
consider experience of domiciliary practice essential. We recommend 
that, during training, a minimum of ten domiciliary cases of confine- 
ment should be carried out by each dai. At first the latter should 
watch a certain number of such cases conducted by the health visitor- 
,uid she should later conduct them herself under the supervision of 
the health visitor. 

150. Two essential features of any scheme for a midwifery service 
through dais should be the provision of (1) adequate supervision and 
(2) facilities for refresher courses. Under oin* scheme there will he, 
during the first five years, a dispensary with two maternity beds at 
the headquarters of each primary unit as well as a 30-bed hospital to 
serve the needs of four primary units. In the next five years the 
number of such hospitals will be doubled so that each will serve two 
such units. We recommend that the training of dais should be 
.started, on the lines indicated above, at each of the 30-bed hospitals 
nnd primary unit dispensaries. The services of the four health visitors 
nttached to each primary unit can be utilised for initiating work on the 
lines which has been followed in Dera Ismail Khan. Such preliini- 
iiiiry work directed towards winning the confidence of the local dais is 
of the utmost importance. Later, a combined institutional and domi- 
ciliary service for mothers and children can gradually be developed, 
the 30-bed hospitals and the dispensaries with their maternity beds 
taking their share in the proposed programme. The women doctors 
attached to the primary units and the health visitors can take a 
prominent part in the development and maintenance of such a 
service. 

151. In British India the annual number of births is probably in 
the neighbourhood of ten millions and, even if a proportion of this large 
^'unber of expectant mothers is to receive skilled attention during 
pregnancy and childbirth, the need for enlisting* the services of the 
l^fligenous dai, as an interim measure, cajinot be over-emphasised, 
is recognised that, even after such training as she may be given, 
dai is not likely to prove as satisfactory as a qualified midwife 
that the danger of such an imperfectly trained person is that 
may lapse into her old and undesirable habits. One of the rea- 
for such return to old habits was, in the past, the inadequacy 
provision for supervision over the work of trained dais. The four 
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health visitors working in the relatively small area of a primary unit, 
should be able to provide a much higher degree of supervision tlian 
could be exercised in the past. Another method of ensuring a rea8on> 
able measure of efficiency is by providing refresher courses for dais^. 
Such training should be available at least at intervals of two years.. 
The 30-bed hospitals and the dispensaries with their maternity beds, 
will have to perform this function also. 

152. We must emphasise, at the same time, the need for proceed- 
ing with the training programme for midwives on the lines indicated! 
by us. The purpose in view is not, however, to deprive fhe dai of her 
hereditary profession through her replacement by trained midwives 
from other classes of the commiinity. We believe that, with t^ie 
development of the postwar educational programme, most of the 
younger women of the dai community will, within the next fifteen 
or twenty years, become sufficiently educated to qualify themselves 
for the full course of training prescribed for a midwife. The pro- 
gramme of dai training described in the previous paragraphs, with 
its special emphasis on a sympathetic understanding of the existing 
disabilities of these women, will also have helped, it is to be hoped, 
to turn large numbers of that community into active collaborators 
with the health department in the provision of midwifery service to 
the people. In these circumstances what we anticipate is that 
increasing numbers of the younger women of the dai community 
will become available, as the years go by, for the complete training: 
of a qualified midwife and that these will form the vast majority 
of those who are employed in the State midwifery organisation. Thus 
the objective we have in view is the upgrading of the existing class 
of hereditary workers in the field of midwifery in the country iniO’ 
fully trained and efficient workers. 

153. The subjects of control over the standards of training required 
for nurses, health visitors and midwives and of their control from 
the professional point of view have been discussed in Chapter XXII(c). 

r. Nursing Orderlies and Ward Ayahs 

154. At present no regular training is given for these workers. It 
is very desirable, however, that they should be given an elementiry 
understanding of the principles of hygiene, the cause and spread 
of disease and the methods to be employed for protecting them- 
selves and others. They should be instructed also in the routine* 
and non-nursing duties of a nurse, and should be capable of relieving 
the latter in the carrying out of these, so that she may be more 
usefully employed on her professional duties. At the same time, 
they should in no case be taught, or expected to give, nursing atten- 
tion to the sick. 


(VI) HOSPITAL SOCIAI. WORKEKS 

155. Hospital social service brings to the care of the sick in institu- 
tions such knowledge of their social conditions as will hasten ana 
safeeuard their recovery and help to prevent any recurrence. Such 
knowledge enables those responsible for their treatment to under- 
stand and treat the patients’ illnesses more effectively. In the 
carrying out of her duties the medical social worker has become, 
in fact, an assistant to the physician in the diagnosis and treatrnen 
of disease. 
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166. The medical social worker is comparatively a new comer in 
the field of medical service. She is called upon to use her profes- 
sional skill and knowledge in efforts to effect desirable changes in 
the relationship of the patient and his physical and human environ- 
ments. She is also being increasingly recognized as an essential 
professional colleague of the physician in the analysis and treatment 
of the physical and emotional disturbances of his patients. When 
the physician discovers or suspects the existence of social malad- 
justments it should be his duty to refer the case to the social 
worker, defining for her the specific social and emotional disturb- 
ances which he suspects to be holding up effective treatment. 

157. The duties of a hospital social worker may therefore be 
divided broadly into two main sections, the one constructive cr 
positive, and the other negative or semi-negative, and in a sum- 
marised form they may be stated as follows (Stone — vide infra): — 

*‘fa) Discovery and making available to the medical staff any 
factors in the patient’s environment that may have any 
bearing on his physical condition, thus supplementing 
medical history by social history. This would include 
any facts of heredity, personality, manner of life, honie 
environment, worry about finances, dependents, charac- 
ter of employment and strains and hazards incidental 
thereto, recreations and standard of living generally, or 
shortly all facts that may influence diagnosis and affect 
the plan of treatment. 

(b) Influencing and guiding patients in carrying out treatment 

by making the physician’s directions simple and con- 
crete, and helping them to carry out the plan of treat- 
ment through to completion. 

(c) Overcoming obstacles to successful treatment or recover.Vr 

particularly in the out-patient department, and during 
convalescence. Under this head also, it may be neces- 
sary to see that medical and surgical supplies (instru- 
ments, spectacles, teeth, etc.) are secured; that social 
or economic conditions affecting the patient adversely 
are corrected, and that as far as possible a situation 
favourable to recover^ is secured. This last may mean 
new employment, temporary financial assistance, reliev- 
ing patients of responsibilities for care of children, 
special assistance with food, etc. It will also include the? 
provision of sanatorium or convalescent treatment where 
advised by the medical staff. 

(d) Arranging for supplementary care of patients. This is the 

positive side of this second requirement and is treated 
under heading number 3. This and the next duty wilT 
require a thorough knowledge of the powers and duties 
of all the available social and health agencies of the 
country. 

(e) Educating the patient in regard to his physical condition in 

order that he may better co-operate in the programme 
laid down by the physician, this programme providing 
not only for the cure of illness, but the promotion of 
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health with a view to the prevention of illness. With- 
out this service much' valuable and expensive treatment 
would be wasted because of its ineffectiveness. • 

(f) Discussing with patients their resources, and collecting, if 

required to do so, their contributions towards the cost 
of the treatment given. 

(g) Checking the abuse of hospitals, both as to out-patients 

and in-patients, who on examination are found to iwe : 

(i) in a position to pay for treatment; 

(ii) persons insured under the National Health Insurance 

Acts, entitled to the services of a panel doctor, and 
not requiring special hospital treatment. 

(iii) beyond the power to benefit by any assistance other 
. . than that obtainable through the Public Assistance 

Committee.’* 

158. It is evident that, in any progressive scheme for the develop- 
ment of SCcial Medicine along these lines, it is essential that 
workers of this type should be brought under active instniction as 
quickly as possible. The chief difficulty at the moment is to obtain 
any adequate training in India. It is a training which cannot be 
undertaken by amateurs, or by the method of trial and error. 

159. An attempt has been made at the Sir Dorabji Tata Graduate 
School of Social Work in Bombay to develop courses for social 
workers, and we have had the benefit of discussion with the Director 
of that school. It appears that the two year graduate courses at 
present being given, in addition to the pre-professional and general 
courses, cover the following: — 

(1) Family and child welfare. 

(2) Juvenile and adult delinquency. 

(3) Industrial relations and labour problems. 

(4) Administration of social work. 

(5) Medical lectures for social workers. 

(6) Medical hygiene and psychiatry for social workers. 

(7) Social and family case work. 

These courses as they stand are too specialized and restricted and 
would require considerable modification and expansion in order to 
meet the needs of a hospital service. 

160. For the guidance of those who will have to devise suitable 
courses for India in this important department, reference should be 
made to the following authoritative works: 

fl) ‘Hospital Organisation Management* by Captain d. F. 
Stone— chapter 22 and 

(2) ‘Hospital Organisation & Management’ by M. T. 
MacEachem— chapter 12. 

161. The training of a hospital social worker is the same whatever 
the field in which she will eventually work, i but Psychiatry is 
e;rceplion. The education of a psychiatric social worier requires a 
diffeirent training and different examinations. In addition to the 
general training' referred tp above, a candidate ipust, spend an extra 
year in specialised training. Th^, pfiain functions of such workers ‘'J*® 
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described in the Interim Eeport.on Social and Preventive Medicine* 
by the Boyal College of Physicians (October 1943) as follows: — 

(1) To obtain social histories by means of which the psychiat- 

rist is enabled to see the patient more clearly against 
his domestic and wider social background. 

(2) To ensure that the patient's relatives, or others close to* 

him, provide as far as they can the psychological and 
material environment judged necessary to further his. 
recovery and maintain his mental health. 

(3) To bring the resources of the community to bear on the* 

patient's needs, e.g., by referring some of his problems, 
to employers, relief agencies, social clubs, etc., which 
can help him, and by aiding him to make the best use 
of the available facilities. . 

(4) To ease by after-care the difficult transition, from more or 

less dependent patient to self-reliant member of the* 
community. 

(5) To carry out systematic social investigations needed f*or 

assessing the causes of good health and illness, the 
effectiveness of treatment, dr other matters of medical 
and social import. 

(6) To educate the public — incidentally, in the course of lier 

work — to take a sensible attitude towards mental health 
she is well-placed to do this, and is a fitting interme- 
diary. Teaching the public to discard harmful pre- 
judices and to act promptly to nip illness in the bud 
will be the special worker's business as well as the 
doctor's. 

162. We consider it extremely desirable that suitable persons 
should be sent without delay to foreign countries where this branch 
of health work is receiving special attention, in order to acquire the 
necessa^ training and to study what is being done in those countries. 
On their return to India, they should be employed in initiating 
training schools for hospital social workers. 

(VII) THE TBAINING OF TECHNICIANS 

163. In the great advance of medical science in recent years the 
need has increasingly developed for a large ancillary army of workers 
to assist the medical practitioner in those technical details and 
processes which would otherwise fritter away his energies, and in 
order to allow him adequate time to devote himself to the more 
strictly medical aspects of his profession. These technicians, who* 
form a highly specialized group of personnel, may be broadly classi- 
fied under the following heads: — 

(1) Laboratory technicians. 

(2) Badiographers. 

(8) (a) Occupational therapists. 

(b) Physical therapists. 

164. In India courses of training have not reached an adequate 
standard except in Madras, though several Missionary institutiona 
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have made a beginning in this direction — notably the Christian Medi- 
cal Association of India, which has instituted a training school at 
Union Mission Tuberculosis Sanatorium, Arogyavaram. 

165. In the U. S. A. the training of occupational and physical 
therapists and of clinical laboratory technicians is governed by the 
Council of Medical Education and Hospitals of the American Medical 
Association. According to the last published report (Jl. Am. Med. 
Assoc. March 22, 1941) every physical therapist technician had, in 
that year, an average of 12 months training in addition to a pre- 
liminary qualification either as a physical educator or as a nurse, 
and 275 students were in training in 15 approved schools. There 
were, at that time, some 200 schools training clinical laboratory 
technicians. In China training schools for technicians have been in 
operation for the last 20 years with 6 — 12 months courses in labora- 
tory techniques. In Russia there has been an increasing demand 
for this type of personnel, trained in a one year course. A unique 
feature of the Russian technicum is that individuals who complete 
a technical course for a specified period and, at the same time, 
satisfy the requirements of a medical worker’s faculty which is 
designed to train daily worker^ for higher education, may proceed to 
study for a medical qualification. 

Iiaboratory Techniciaiis 

166. The laboratory technician or medical technologist has been 
defined as “a person who by education and training is capable of 
performing the various chemical, microscopic and bacteriological 
tests used in the dingnosis and treatment of disease under the super- 
vision of a qualified physician or clinical pathologist.” 

167. Schools for the training of such technicians should be orga- 
nised by universities, colleges of medicine, well-equipped hospitals 
and public healtli laboratories. The responsibility for training in 
Hospitals should be placed on the hospital administrative staff, while 
in the colleges and universities this responsibility should be laid 
upon the controlling Board. Every such school should have a com- 
petent teaching staff, the Director of which should be a graduate in 
medicine and a pathologist of recognized ability who should take part 
in, and be responsible for, the actual conduct of the training course. 
Not more than two students should be attached for laboratory practice 
to each senior member of the teaching staff of each department. 

168. Laboratory technicians may be trained either in the Depart- 
ments of Anatomy or Physiology of a Medical School, or in the 
Departments of clinical laboratory sciences, Pathology, Bacteriology 
and Pharmacology. Each student should receive practical training, 
adequate in kind and extent under competent supervision in a 
hospital laboratory. Such a hospital should have a minimum of 
2,000 admissions, and an average of 15,000 tests and examinations 
o&rried out in the laboratory department annually. Adequate space, 
light and modem equipment should be provided in the Laboratory 
department, while there should be a library with up-to-date reference 
books and periodicals. A satisfactory record system should be pro- 
vided for all work carried on in the Department. Candidates f^r 
admission should preferably b6 persons who have completed the 
Secondary School Leaving Certificate or the Matriculation examin- 
ation with Science as one of the compulsory subjects of study. 
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169. A laboratory technician may qualify himself in either of the 
iollowing two groups — 

(1) Anatomy and Physiology (for work in those departments). 

(2) Pathology, Bacteriology and Biochemistry (for specific 

laboratory work). 

The period of instruction for each of these groups should be two 
years. Courses considered suitable for this purpose are detailed in 
Appendix 42. 

Itadiographers 

170. The radiographer assists the radiologist in a manner similar 
to that in which the dental hygienist assist the dental practitioner. 
He sets the radiologist free in fact for the finer details of his 
specialized practice. 

171. The training of this type of personnel has, naturally, to be 
undertaken in an Institute or Department of Badiology and Physico- 
•electric therapy. The standard of entrance should be the Interme- 
diate Science, preferably with mathematics or a pre-degree examin- 
ation of an analogous standard. A suitable course of training 
designed to extend over two years is set out in Appendix 43. 

Bzaminatlonfl 

172. An examination should be held at the end of each year’s 
course. The examiners should be appointed by the examining body, 
which should issue certificates to the successful candidates after the 
completion of 2 years’ course. It is desirable that no examination 
fee should be charged. If this is not possible, then only a nominal 
fee of Es. 10 or less, depending on the conditions prevalent in a 
province, should be paid by the candidates. 

In the case of both the above classes we propose that the Examin- 
ing Body should be a Board constituted by either the Ministry of 
Health or by the Administrative Medical Head of the Province. 

Tuition Fee and Caution Money 

173. No fee should be charged for the training, but the candidates 
will have to deposit caution money of Ks. 60 in the case of a 
laboratory technician and Ks. 100 in the case of a radiographer. 
This exemption from the payment of fees is suggested in considera- 
tion of the fact that candidates will be doing work for the department 
during the course of their training. 

Registration 

174. Adequate consideration must be given to the question of regis- 
tration of these technicians and, as a guide to the establishment of 
such a register, an extract is given as Appendix 44 from the 10th 
edition of a booklet describing the function^ of the Eegistry of 
Medical Technologists of the American Society of Clinical Patholo- 
gists. 

Occupational and Physical Therapists 

175. There are at present no regular arrangements for the traili- 
ng of such therapists in India. It is very desirable that schools 
should be established at an early date which will supply adequate 
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training in the rehabilitation of the sick. We do not feel that, ak 
this stage, we can offer any concrete proposals for such training but. 
suggest ths^, in the near future, experts from abroad, if necessary, 
may be brought to India temporarily, and also that selected persons 
with adequate qualifications inay be sent abroad to study the prob- 
lem with a view to the establishment of schools and courses of train- 
ing suitable to the needs of this country. 

As a guide to those who may have to organise these courses we 
have included in Appendix 45 of the set-up proposed by the Council 
on Medical Education in Hospitals of the American Medical Associa- 
tion for schools for occupational therapists, physical therapists and 
clinical laboratory technicians. 
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introduotion 

1. A study of the present state of existing institutions, which is- 
fully set out in the survey section of our Report, will show quite- 
clearly how great is the need for the improvement, expansion and- 
development of medical research in India in all its branches. The 
outstanding defect at the present time is the almost complete absence 
of organised medical research in the various departments of the 
medical colleges. It is true to say that, apart from a few noteworthy 
exceptions, research in these institutions has been very badly neg- 
lected. The chief factors concerned are : (1) ignorance on the part of 
the authorities of the importance of research in relation to the 
maintenance of a high standard of teaching and the development of* 
the right attitude of mind in the student; (2) insufficient personnel 
of the right type; (3) the prevalent practice of employing part-time 
teachers especially for clinical subjects and the consequent necessity 
for teachers to engage in private practice in order to make a reason- 
able living; (4j insufficiency of suitable equipment and, in some 
cases, lack of adequate accommodation and (5) inaptitude for, or 
lack of interest in. research on the part of many of the teachers em- 
ployed. No proper facilities exist in India for training the young, 
alert minds of the country in a scientific approach to medical matters- 
and this lamentable deficiency probably accounts for the indifferent 
attitude to research on the part of many of the teachers in medical 
colleges. 

2. Organised medical research in India at the present time depends, 
to 8t large extent, on the Central and Provincial Government insti-^ 
tutes, on the small cadre of officers of the Medical Research Depart- 
ment and on the Indian Research Fund Association, which has- 
hitherto functioned mainly through the agency of these officers and 
institutes. The opportunities for the conduct of research in Central’ 
and Provincial Institutes have diminished progressively in direct 
proportion to the increase in volume of the routine duties which? 
they have been compelled to undertake, usually without any corre-. 
spending increase in staff. The Central Research Institute, Kasauli, 
for example, was originally constituted for the primary purpose of 
undertaking investigations both in the laboratory and in the fieldb 
but it has been compelled to undertake such a heavy burden of 
routine work that, in recent years, research- work has become, ak 
best, a spare-time activity of enthusiastic individuals. In fact, 
research on any appreciable ‘ scale has been possible in recent years 
only when additional personnel, material and equipment have been 
made available through grants-in-aid from the Indian Research 
Fund Association. The same trend has been apparent in most of the 
Provincial institutes. It is important fully to realise this throttling 
effect of routine work on research- even in laboratories in which re- 
search was intended to be the pritnary function. There are at 
present few facilities for post-graduate training in teaching and re- 
search in medical subjects. Such as are available are centred chiefly 
in the Calcutta School of Tropical Medicine and the All-India Insti- 
tute of Hygiene and Public Health. 

3. The opportunities available in India for the investigation uf 
^any medical and public health problems arre as good as, if not 
better than, those in almost any other country. It is true to say 
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-that, in the past, India has been in the forefront on such major 
health problems as malaria, cholera and kala-azar and has taken a 
prominent part in the investigation of such other important problems 
as rabies, plague, leprosy, the dysenteries and nutrition. Neverthe- 
less, the achievements^ of the past have not been commensurate 
with the unequalled material available for research or with the 
^pressing needs of the country. 

4. While it has been freely admitted that the Indian Research Fund 
Association has fulfilled a useful function within the limits imposed 
by the financial resources at its disposal, it is generally felt that 
research as at present organised is narrow and restricted, and that 
there is an urgent need not only for it to be organised on a broader 
basis but also for making funds much more freely available for 
research work. Hitherto the Indian Research Fund Association has 
been the chief organisation in India which has subsidized research. 
The amount of money available for distribution has been only 
about Rs. 4 lakhs per annum, an allocation which is considered to 
be miserably inadequate to meet the needs of medical research in 
a vast sub-continent. Provincial Governments, with a few excep- 
tions, have taken little interest in medical research and have not 
been prepared to spend money on it. 

5. Within recent years great advances have been made in India in 
the production of pharmaceutical and biological preparations by 
private enterprise. It may be accepted that some of the firms en- 
;gaged in work of this kind are aheady well established although the 
standards so far achieved, at least in so far as the preparation of 
biological products is concerned, are not, in all carses, entirely satis- 
factory. It is apparent, however, that this trade has come "to stay 
and it will be wise to foster and encourage it with such safeguards 
as are essential to protect the public interest. India provides a 
vast market for preparations of this kind and, if this young industry 
is carefully nursed it should eventually be able to meet most, if not 
all, of the requirements of the country. 

We shall now proceed to examine the possibility of remedying 
these defects and to make proposals for future development. 

I. Organization of Medical Research in India 

6. The criticisms made of the existing organization for medical 
research in India have already been cited. Organizations for medical 
research in other countries were examined in detail including the 
Medical Research Council in Great Britain, the National Medical 
Research Council in Canada, and the National Research Council in 
the United States, all of which have contributed greatly to the 
furtherance of medical research in their respective countries. A 
common feature of aril these organizations is that they enjoy great 
latitude in the formulation of their research policy and complete 
freedom in the disposal of the funds allotted to them. We are 
unanimously of the opinion that in India some similar central body 
for medical research is essential. We consider that this should bo 
constituted as a separate autonomous organisation unfettered in the 
formulation of its research policy and vested with full powers to hold 
and disburse moneys allotted to' it from public funds, or placed eet its 
disposal by privafe benefactors. We recommend the constitution 
•of a statutory organisation consisting of: — 

(1) a Scientific Board, which would be the executive machinery 
of the organisation and 
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(2) an Admiuistrative Body which would form the link between 
ihe Board and the Qnvemment of India and exercise general super- 
vision over the working of the organisation. 

{!) The Scientific Board 

This Board would undertake the executive responsibilities of the 
organisation for the furtherance of medical research. The Board 
should include the following: — 

{&) Medical research workers of standing and experience- 

(b) Bepresentatives of universities and medical colleges. 

(c) Bepresentatives of the principal scientific bodies in India. 

(d) Prominent workers in the field of public health and 

clinical medicine. 

(e) Non-medical representatives of allied and fundamental 

sciences. 

(f) Persons with experience of health administration. 

The work of this Board should be aided by the formation of an 
;adequate number of expert advisory committees for special subjects. 

<(2) The Administrative Body 

We suggest that it should have the following type of member- 
fship : 

(a) The Minister of Health in the Central Government. 

(b) Bepresentatives of Government Departments for Agricul- 

ture, Industry, Labour and Finance. 

(c) One representative of tbe Council of State. 

(d) Two representatives of the Legislative Assembly. 

The Director General of Health Services with the Government 
of India should be in attendance at all meetings of this body. 

The Board would make recommendations regarding the alloca« 
tion of funds for the furtherance of research to the Administrative 
Body, in which would be vested the power of giving sanction to such 
allocation. 

(3) A wholetime Secretary specially selected for his scientific 
eminence, organizing ability and driving power should be appointed 
for this statutory organization. 

The majority of us consider that, if a National Besearch Council 
of India should he formed ixt some future date, the proposed central 
organisation for medical research should lecome a Division or Board 
of this Council, though some of us are of the view that, though the 
closest liaison with it should be established, the question of ulti- 
mately incorporating the research organisation in the National 
Research Council might be left for decision at a later date. 

The functions of the central medical research organisation pro- 
tposed above would be: — 

(a) Foormulatioii of policy in regard to the future development 

of medical research in India and the co-ordination of 

all medical research activities. 

(b) Stimulation of research activities in imiversities and medi- 

cal colleges and arranigements for exchange of associate 

professorships with this end in view. 
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(o) Eesponsibility for the selection and training of medical 
research workers. 

(d) Constitution of an adequate number of expert advisory 

committees for special subjects. 

(e) The promotion of research programmes and the allocation* 

of funds for, or in aid of, their conduct. 

These functions would be exercised by the Scientific Board consti- 
tuted as in (1) above under the general suyiervision of the administra- 
tive body constituted as in (2) above. 

We also recommend that the Indian Besearch Fund Association 
should h® merged into the Central Medical Eesearch Organization 
now proposed. 

n. Medical Research in Teaching Institutions 

7. Postgraduate Teaching Institutions — 

There are only two highly-organized and developed medical post- 
graduate teaching institutions in India at the present time, namely, 
the Calcutta School of Tropical Medicine and the All-India Institute 
of Hygiene and Public Health, Calcutta. In each of these, advanced 
courses of instruction, as outlined in Vol. I of this report, are given 
and research work of a high order is regularly carried out. Both are 
capable of further development and the lines on which this should, 
in our opinion, be carried out are given below: — 

(a) School of Tropical Medicine, Calcutta . — This School is for 
all practical purposes an All-India Institution and it should therefore 
be largely, if not wholly, a Central Government responsibility. At 
the present time students, teachers, research workers and patients 
are drarwn from all parts of India and even from beyond its frontiers. 
Up to now the Government of Bengal has met the greater portion 
of the expenditure incurred, although much of the money available 
for research work has been derived from other sources, in particular 
from industrial concerns, from the endowment fund of the School 
and from the Indian Eesearch Fund Association. 

The work of the School is at present greatly handicapped by 
lack of sufficient accommodation. The various departments are so 
overcrowded that their research activities are impeded and it would 
be virtually impossible to accommodate any appreciable number of 
postgraduate students. For this reason, training facilities of an 
exceptionally suitable nature are denied to many potential teachers 
and research workers. 

At the present time, the work of the School is decentralized into 
nearly twenty so-called departments, ('ach of which covers only a 
very limited sphere of work. This has the disadvantage that, from 
the point of view of training young graduates, individual departments 
do not afford a sufficiently broad basis for training purposes, and 
furthermore research work on narrow specialities is liable to be 
qarried out in water-tight compartments. It is true that the Pro- 
fessor of Tropical Medicine acts as co-ordinator of research, but it 
would probably be more satisfactory if research work was co-ordinat 
ed after several of the departments had been amalgamated under 
better and more direct supervision. 

There are very strong reasons for retaining the School and its 
associated hospital in its present location and there is an urgent 
necessity for greatly increased accommodation to allow of the proper 
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fondnct, and of the further development, of the work of the School. 
Unfortunately, the possibility of i)i’Gviding increased accommodartion 
on the present site appears to be remote as there are no vacant sites 
in the immediate vicinity. The most obvious remedy would be for 
the School to take over the large, modern and well-equipped labora- 
tories at present occupied by the All-India Institute of Hygiene, 
which is situated immediately adjacent to the School. This would 
provide immediate relie.f for the present congestion and would leave 
room for future development for many years to come. As a first 
step in placing the Schcxjl on an all-India footing, it would be fitting 
if the Government of India were to gift these buildings to the School. 
This would, of (*ourse, entail the provision of new accommodation 
for the Institute on an equivalent, or preferably more generous 
scale elsewhere. 

Given suitable personnel and the opportuTiity to expand by pro- 
viditig imjiroved and enlarged aceofniiiod.'ition, tlie School ma^" 
safely be left to develo]> into a centre for teaching and research on 
tropical medicine second to none in the world. As has already been 
pointed out, the clinical material and other facilities available are 
unj)ara11o](‘d. fullest use .should be made of these facilities in 

developing centres for the training of teachers and research workers. 

We emplnrsize the need for additional organizations of this kind 
at other important centres in India. 

(b) Institute of Hjf(jirne and Public flcalth . — The All- 

India Institute of Hygiene and Public Health is much less over- 
(Towded, and is organized on a much broader basis than the Cal- 
cutta’ S(‘hool of 'Fropical Medicine- If all the accommodation in the 
Institute buildings were made available to the legitimate depart- 
uionts of the Institute, space would be sufficient for present needs. 

The Institute has hitherto failed to fulfil one of the primary 
1 unctions for which it was established, namely^ the investigation of 
methods of applying knowledge of medical protection to large com- 
munity groups. Ixeeently, a collaborative scheme between the Gov- 
ernment of India and the Government of Bengal has placed under 
the control of the Institute a large area near Calcutta where oppor- 
tunities will be availalFu* lor iuvestigatinns of this kiud. The 
research activities of the Institute should be directed to the solution 
of ])rohlcms of two main types. In the first place, research is 
rf‘(|uired in order to develop effective methods of public administra- 
tion best suited to the social and economic conditions prevailing in 
India. In the second place, the development of such methods will 
raise pro])]ems for the elucidation of which knowledge is not at 
present available and research will therefore be required. For 
example, the provi^iion of a safe water supply must be based on 
proper water stand c.rds for the working out of which collaborative 
research between the sections of microbiology, chemistry and epide- 
miology will be necessary. The investigation of efficient methods 
of applying knowledge may well raise other problems for the solution 
of which the co-operation of other institutes such as the departments 
of the natural sciences of a university may be required. The evo- 
hition of the present methods of controlling yellow fever provides a 
classic example of the necessity for collaboration with the pure 
physicist. In brief, the chief research activities of the Institute 
should be directed to the solution of problems of administration 
designed to facilitate the adoption of practical recommendations by 
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the most efficient methods. The Institute would thus serve as a staff 
college for administrative health officers. 

8. Medical Colleges 

In order to rectify existing conditions in the medical colleges of 
India as regards the conduct of research work, a drastic overhaul 
will be necessfTry. This is a matter which concerns, primarily, pro- 
fessional education. A complete change of outlook towards research 
in the various departments of the medical colleges in India must be- 
achieved, and a greatly increased number of properly trained 
workers must be provided in order to establish active research cen- 
tres in the medical colleges. This subject is discussed in some 
detail in the section of this report dealing with the recruitment and 
training of medical research workers, but may be summarised here 
as follows : — 

(1) The importation, for short periods, of medical research 
workers of recognized standing- 

(2) The appointment of arssociate professors, financed, if neces- 
sary, by the Central Medical Research Organization, to conduct and 
stimulate research. 

(3) Exchange professorships. 

(4) The provision of scholarships for selected young workers 
including promising young graduates in the basic sciences. 

Primary requirements in establishing research centres in the 
medical colleges are : an increase in the number of properly trained 
personnel; the retention of wholetime workers; the provision of ade- 
quate emoluments; liberal provision for study leave; the prohibition 
of private practice and the provision of better accommodation and 
equipment. 

In our view the departmeiits of the medical colleges, both clini- 
cal and pre-clinical, provide the most firvourable and most desirable 
location in which to establish research centres. 

in. The Recruitment and Training of Medical Research Workers 

9. We recognize that the luiinber of suitable medical reseai’c’i 
workers imd the facilities for training them are at present inadequate 
in India, and that before any expansion of medical research can be 
undertaken, the primary requirement will he a great increase in 
the number of properly trained workers available. No extension of 
medical research will be possible until this requirement is met. 

10. We consider that responsibility for recruiting medical research 
workers, and for the creation of training centres for them, must be a 
primary function of the central organization for medical research, 
and that this function should be freely exercised at the earlitJ^i 
possible moment. The following methods are recommended to 
achieve this end: — 

(1) The provision of scholarships to facilitate the training of 
young workers in the universities, medical colleges and 
other laboratories and institutions in India, in num- 
bers up to the capacity of these institutions to train 
them adequartoly- Promising young science graduates 
who might eventually be suitable for medical researen 
work but who are unable to meet tie expenses of » 
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medical education, should be given scholarships for 
this purpose or directed into lines of work in which 
their training may enable them to take up research on' 
subjects allied to medical research, with »>he necessary 
financial and other assistance. 

(2) To facilitate such training, the services of workers of 

recognized standing in different branches of medical 
science should be obtained for short periods for attach- 
ment to suitable medical institutions. The duty of.' 
these workers will be to conduct research on selected 
subjects in which young scholars and graduates would 
be associated. 

(3) The provision of an adequate (and annually increasing)' 

number of scholarshi])s for young Indian graduates 
(medical and non-medical) tenable abroad for a period 
up to three years, to enable them to receive advanced 
training in special fields of study. Candidates for this^ 
type of scholarsliip might suitably be selected from' 
amongst those trained as suggested in (1) and (2) 
above. Those selected for scholarships for training 
abroad would be required to devote their energies to- 
acquiring s])ecialized knowledge of the subjects in* 
which it was intended that they should be employed" 
021 return. They should not acquire academic degrees 
or diplomas without the express sanction of the spon- 
soritig authority. 

(•1) The foririation of active research centres in universities- 
and medical colleges in India by the appointment of 
associate professors, selected by the Central Medical 
Kesearch Organization, for the express purpose of pro- 
viding facditics for the advanced training of senior 
students and graduates, so as to interest them in, and 
fit them for, research careers. 

11. We recognize that medical graduates are unlikely to undergo' 
the necessary training for a research career unless subsequent employ- 
ment in such work can be seciu'cd for them and consider that 
arrangements for thi.s must be a further responsibility of the Cen- 
tral Medical l^esoai’ch Oi'ganization wdiich has selected the graduates 
and has ni ranged for tlieir training. We therefore suggest that, in 
consultation with Ihe authorities concerned, subsequent employment 
might suitably he arranged in (1) the ])roposed A]l-Indi?r Aledieal 
Institute: (2) a Central or Provincial laboratory or institute where- 
their services could he suitably employed; (3) a university or medi- 
cal college as associate professors or research workers; and (4) any 
suitable field of n]cdi(*al or public health w'ork in which their train- 
ing and experience would be of value. 

12. The Central Medical Research Organization must, where neces- 
sary, be prepared to meet the emolument.s of trainees uiitil sueb 
time as they are absorbed into regular employment? or have ceas^^d* 
to be productive in the field of research. 

13. We recommend that the terms and conditions offered to medi- 
cal research workers should be such as to provide reasonable security 
and to ensure freedom from financial worry. It is not recommended 
that workers should enjoy such a degree of permanency as mighir. 
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•tend to foster indifference and lack of effort. Adequate scales of 
pay with provident fund benefits are recommended, and continued 
employment should be given to all who retain their capacity for 
fruitful research. Work should b© subject to periodical review and 
in those cases where a worker has lost his powers of original work, 
his services slioiild either be dispensed with at the conclusion of his 
contract, or, if he is otherwise an industrious and efficient worker, 
every effort should be made to find him employment of a more 
routine Jiature so far as this may be possible- 

14. Altliough we have dealt with the question of training teachers 
and research workers in varidus branches of medicine in other places 
in this report, we may set out here certain principles which should 
govern the development of provision for such training. 

Objective . — The uhject should be to devedop teacdiers in the 
various branches of medical science whose competence is based on 
personal ability, and experience gained through teaching and inde- 
pendent research in their own fields. 

Selection of Traineet^. — Trahiec's should bo selected from dis- 
tinguished graduates in medicine or graduates in science, with 
honours or post-graduate qualifications, and should be chosen by a 
personnel selection board on lines now employed by the Army Medi- 
cal Service^ — primarily on a basis of aptitude for, and attitude to, 
scientific studies. A satisfactory health record should be essential 
for acceptance. 

Science graduates should be eligible for training in the pro-clini- 
cal fields and may be required to attend courses in selected medical 
subjects for orieiitatioii. 

Medical graduates who have completed their curriculum, except 
for the intern year, should be eligible for training in the pre-clinical 
fields if the intern year has been spent in the department concerned. 

15. The Course of Training , — We recoinntcnd that the mininiiini 
period of training should be four years including the intern year. 
Science graduates should enter training as interns in the department 
concerned. In the case of those who have alreardy had experience 

■ of teaching, the period of training may he of shorter duration. The 
details of the course of training recommended are outlined briefly in 
Appendix 46. 

IG. In order to implement the siL;gestions made above we speci- 
fically recommend: — 

(1) the creation of an All-Indiap Medical Institute, 

(2) the establishment of post-graduate training institutions in 

different provijicial centres for subjects which will not 
be included in the programme of the All-India Institute, 

" and 

(3) the developineut of a number of teachers training depart- 

ments as a short-term policy to initiate postwar 
development. 

As regards (1) and (2) our specific recommendations have been 
rset out elsewhere in this report- 
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We consider that immediate action should be taken to make 
possible all the three recommendations set out above. 

IV. The Tutiire of Medical Beaeaich in Existing Oovemment Xnati- 
tutee and Laboratories 

17. Existing institutes and laboratories under the Central and Pro- 
vincial Governments have fulfilled important functions in the past 
and we recommend that these should not only be continued but 
extended. 

18. It has been the universal experience in India that research in 
the Central as well as in the Provincial institutes has been progres- 
sively encroached upon by an ever-increasing volume of routine work. 
We therefore consider it imperative that any institution created for 
the special purpose of undertaking basic research should at all costa 
avoid acceptance of responsibility for routine work of any kind. The 
existing Central Research Institute at Kasauli has now become little 
more than a centre for the manufacture of biological products and 
it is recommended that work of this kind should continue to be 
carried out at this Institute together with applied research in rela- 
tion to this primary function and certain other routine functions^ 
which will be considered more fully below- 

19. The existing institutes and laboratories in the Provinces also 
have heavy routine duties to perform and these are likely to increase 
in the future. In the Presidencies of Madras and Bombay, the 
scope and functions of the King Institute and the Haffkine Institute 
respectively have increased progressively over the past forty years. 
The stage has now been reached in both of these l^esidencies when 
there is an urgent need for decentralization of some of the functions 
of the main institutes by establishing regional laboratories at select- 
ed centres. These laboratories should be affiliated to the parent 
institute and should undertake only those functions wdiich it is 
desired to decentralize as for example, diagnostic laboratory vrork for 
hospitals and practitioners, and public health laboratory work such 
as the examination of water, foodstuffs, etc., as required by the 
public health services. Other functions such as the manufacture of 
biological products should continue to be the responsibility of the 
parent institute. The o’ceommodation and facilities available in the 
existing institutes should be improved and expanded to permit of 
the conduct of research work on a larger scale than is at present 
possible, and to allow of the training of personnel in routine and 
research methods. Regional laboratories should be planned to 
allow for expansion of the routine duties allotted to them and to 
provide sufficient accommodation and equipment to enable them to* 
undertake research, especially research of a clinical nature. A more 
detailed consideration of the future of the existing and proposed 
laboratories in the Presidencies of Madras and Bombay will be given 
in Inter sections of this report. 

20. Til some Provinces, existing institutes and laboratories are in- 
adequate for present day needs and in some there is little or no pro- 
vi'jion for work of this kind. In Bengal, for example, the Govem- 
uient has made provision for the conduct of routine public health 
laboratory work and for the manufacture of essential biological pro- 
ducts in piecemeal fashion. The existing laboratories are consider- 
ed to be totally inadequate for the needs of the Province, and we- 
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xecommeiid the creation of an Institute of Preventive Medicine in 
Bengal on the lines proposed for the future development of the King 
Institute, Guindy or the Hafikine Institute, Bombay. In addition 
to a new institute of this kind, adequately staffed, constructed and 
equipped on modem lines, the creation of subsidiary regional labora- 
tories at selected centres throughout the Province is recommended. 

21. In other Provinces, such as the Punjab and the United Pro- 
vinces, provision for public health laboratory work, clinical diagnostic 
work and the manufacture of essential biological products are barely 
sufficient for present-day needs, and we recommend that the existing 
public health laboratories in these Provinces should be improved and 
expanded on the lines indicated above, and ultimately de-centralized 
in a manner similar to that proposed for Madras and Bombay. In 
those Provinces and Indian States where few, if any, facilities at 
present exist for work of this kind, new institutes will be required. 

*22. One of the primary functions of the main institutes in the Pro- 
vinces, whether existing or proposed, will be to undertake the large- 
scale manufacture of primary public health requirements of vaccines, 
sera and other biological products. This does not mean that Gov- 
ernment laboratories need come into competition with commercial 
hrms already engaged in the large scale manufacture of biologicals, 
since the latter are engaged chiefly in the preparation of products 
required by hospitals and practitioners throughout the country rather 
than those of primary public health importance such as prophylactic 
vaccines, vaccine lymph, etc. 

23. We recognise that the manufacture of biological products by 
commercial firms in India is an industry which is now well-established 
and one which, at the present time, is making rapid progress. There 
are already numerous firms in Bengal, Bombay, the Punjab tnd 
Kashmir. As a rule, the manufacture of biological preparations i^ 
undertaken by firms engaged also in the manufacture of other pro- 
ducts such as pharmaceutical preparations. We also recognise that 
some of the leading commercial firms in India have already ma.iH 
great strides towards the production of biological preparations undo’ 
more satisfactory conditions than was formerly the case. Two of us 
(Drs. Vishwanatli and Butt) are of the opinion that the time has now 
arrived \vheri the manufacture of such products should be a respons- 
ibility of commercial firms under sufficiently strict Government inspcc 
tion to ensure public safety. The others, while taking due note of 
recent developments in the manufacture of these biological products 
by commercial firms, consider that the interests of the people should 
come first so far as essential medical requirements, including such 
biologicals, are concerned. The large scale production of basic pro- 
phylactic preparations, such as cholera, plague. T. A. B. vaccines, 
vaccine Jyrnph and'antirabic vaccine is of paramount importance to 
public health authorities in India in protecting the people against epi- 
demics. Jt is therefore considered that their production should 
remain a Government responsibility. So far as the requirements of 
these products of non-governmental agencies are concerned. Govern- 
ments should make these products available at cost price or ev^n 
below the cost of manufacture, where necessary. 

The views of our colleagues on this and certain other points are Bet 
out in a note which is appended to this chapter. 
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24. The following specihc recommendations are made in regard to 
the existing Central and Provincial Qovernment laboratories. 
Organisations rinancsd by the Oentral Oovemment 

25. (a) The Central Research Institute, Kasauli, — ^This institute 
was. originally designed to fulfil the functions which its name implies 
but it has been compelled to accept the responsibility for an ever-in- 
creasing volume of routine work, particularly the large-scale production 
of vaccines and sera. Nevertheless, a large amount of important 
research work has been carried out at the Institute, some of it having 
a direct bearing on improved methods and procedures for the manu- 
facture of biological products. We recognize the need for a model 
biological station maintained by the Central Government and we 
consider that the existing Institute at Kasauli would, with certain 
modifications and extensions, provide a suitable location fr;r such a 
station, the primary functions of which would be (1) to manufacture 
a representative series of biological preparations under optimum con- 
ditions so as to provide an ideal standard for the trade; (2) to carry 
out applied research, particularly in regard to the evolution of newer 
and better products and of improved methods for their preparation; 
and (3) to provide a training centre for expert technical personnel 
in work of this kind. We consider that Government cannot reason- 
ably enforce the provisions of the Drugs Act (1940) and demand a 
4aiidard of manufacture by commercial concerns which they them- 
selves cannot demonstrate. In addition to the routine functions at 
present being performed by the Institute and those proposed above, 
provision should also be made at the Institute for a permanent Serum 
Stnndardization Section. 

20. The present buildings and equipment of the Institute at 
Kasauli are in most respects satisfactory for the work in progress but 
there are certain serious defects which would require to be rectified 
before the Institute could become a model biological station with faci- 
lities for applied research. Apart from the many facilities already 
available at Kasauli, the climate is ideally suited for breeding and 
maintaining animals under very favourable conditions. The Kasauli 
restitute possesses a fine library and would make an ideal centre to 
which research workers from the plains could recess during the hot 
weather for the purpose of preparing reports, papers for publication, 
etc. 

Tt is suggested that the name of the institution be changed into 
the Central Biological Products Laboratory. 

27. (b) The Malaria Institute of India. — Eecommendations as "o 
the future role .of this Institute are given in the section of this report 
which deals with researches on special subjects. 

28. (c) The Biochemical Standardization Laboratory. — This labo- 
rcatory forms the nucleus of the proposed new Central Drugs 
Laboratory. We recommend that the latter should be constituted at 
the earliest possible date. We recommend that provision should 

made in the new Central Drugs Laboratory for the conduct of 
J'e!?earch of an applied nature relating to the evolution of newer and 
better methods of assay. 

Organizations Financed by Provincial Governments 

survey of existing institutes and laboratories given in 
'^<^1* T of this report shows that some of these are good (e.g., King 
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Institute, Madras and fiaffkine Institute, Bombay); some oro 
barely sufficient for present needs (a.gf., the laboratories in the United 
Provinces and Punjab); some are poor (e.gr., the laboratories in 
Calcutta) and that in some Provinces none exist at all. We recognize 
the value of well-developed institutes of preventive medicine ia 
relation to public health work in the Provinces and emphasise the 
need for at least one modern, well-equipped and adequately staffed 
institute of this kind in each Province in the first instance. As 
progress is made, it will be necessary to create additional Insti- 
tutes and laboratories at other centres throughout each Province 
so as to de-centralize most of the functions of the parent institute. 
Proposals on these lines have been put forward by the Birectors 
of the King Institute and the Haffkine Institute for the Presi- 
dencies of Madras and Bombay respectively, and so far as they 
go these proposals have our full support. It is felt, however, that 
these proposals represent an immediate necessity and that 
even if they were implemented in full, the end-point in the 
provision of laboratory and research facilities would not have been 
reached. We are not, however, in a position at present to make 
specific proposals for further development. With the rapid expansion 
of health services contemplated under our health programme, the 
need for laboratory services will naturally increase. At the {“ame 
time the medical teaching centres contemplated under our scheme, 
the district headquarter organisations and even the secondary healtli 
units may be expected to provide laboratory facilities of different 
degrees of efficiency. Further, in regard to special branches of medi- 
cine, laboratory and research facilities will be developed in different 
provincial postgraduate training centres we have recommended. In 
these circumstances we must leave it to the provincial health autho- 
rities to plan the development of such further laboratory and resea 
facilities ,as may be required in the light of the arrangements which 
will come into existence as the result of the proposals we have 
already made. 

30. The proposals for the development of an improved labora- 
tory service for Madras Presidency, which will be described in some 
detail below, set a standard which other Provinces would do well to 
follow both as regards the functions of the regional laboratories and 
as regards the organisation of the Central Provincial Institutes. Simi- 
lar proposals have been made for the Bombay Presidency. We 
would suggest that, for reasons already stated, this scheme of 
regional laboratories should be linked with other developments in 
connection with our health programme. 

31. The Madras scheme . — We recommend the continuance, on an 
extended scale, of the functions hitherto carried out by the King 
Institute, and endorse the proposals outlined by the Director of the 
Institute for the re-organization of the Institute itself and for the 
development of daughter regional laboratories to be established 
throughout the Presidency. These proposals are briefly summarized 
belovr * 

82. The ereation of regional laboratoriee . — ^There is an^ urgent need 
tc de-centralize some of the functions of the King Institute 
laboratory service may be more readily and more widely available 
In the districts than is the case at ‘present. Hitherto,^ the Kmg Ins •! 
tute has served as the laboratory for most of the district headquarters 
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hospitals but, owing to the limited amount of clinical material which 
it has been possible to send to the Institute for examination, the 
hospitals have not had as complete a laboratory service as they require. 
In addition, health workers in the field, especially during epidemics, 
cannot at present obtain adequate laboratory service near at hand. 
For these reasons the creation of regional laboratories at the follow- 
ing centres is necessary: — 

(1) Bellary — ^to serve the needs of the Ceded districts. 

(2) Madura — to serve the Southern districts. 

(3) Coimbatore — to serve Salem and the West Coast districts- 

(4) Vizagapatam — to serve the Northern Circars. 

The last-named could conveniently be established in connection with 
the Medical College at Vizagapatam and, if medical colleges are 
established in the other places also, the regional laboratories should 
be associated with them. Other districts such as Nellore, North 
Arcot, South Arcot, Chingleput, and Madras City would continue to 
be served by the parent institute at Quindy, while the Pasteur Insti- 
tute, Coonoor would continue to serve the Nilgiris and surrounding 
areas. 

33. The functions proposed for these regional laboratories include 
the conduct, for their respective areas, of the following: — 

(1) Bacteriological and serological examinations of all clinical 

material received from hospitals and dispensaries and 
from the public health authorities. 

(2) Examination of samples of food submitted in connection 

with the Prevention of Adulteration Act. 

(3) Examination of water from protected supplies in the area. 

Regional laboratories would also serve as subsidiary centres for the 
•distribution of biological products, such as therapeutic sera and pro- 
phylactic vaccines. In addition, the regional laboratories would be 
well-placed for development as centres of research, particularly 
clinical research for which a wealth of material would be available 
from the well-equipped district hospitals. Decentralization on the 
lines recommended would ensure more eflBcient and more widespread 
diagnoses of disease and better investigation and control of com- 
municable diseases. There would also be provision for the extension 
of the important functions of food and water analyses, thus providing 
for an extension of food and water control to the remoter areas. 
Begional and district laboratories, when formed, should be placed 
under the administrative control of the Director of the parent Insti- 
tute at Quindy. A cadre of especially selected and trained oflficers 
and assistants should be maintained to serve the King Institute as 
Well as the regional and other laboratories in the Presidency. Simi- 
larly, common provision should be made for the supply of all labora- 
tory materials, stores and equipment. 

34. Re-organization of the King Institute. — ^It is not anticipated' 
that, when some of tbe functions of the King Institute have been 
3e-centralized in the manner outlined above, the work of the parent 
fastitiite will be decreased. On the contrary, it will be extendi and 
'developed, especially for research purposes, and this will necessitate 
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a re-organizatibn of this existing sections and the provision of addi^^ 
tional accommodation and equipment. The Director's proposals for 
re-organisation of the Institute, with which we fully concur are sum 
marised below: — 

(1) Diagnostic Department. — ^For the examination of clinical 
material, the preparation of diagnostic reagents and their issue to all 
regional and other laboratories in the Presidency, and the .main 
tenance of stock cultures. 

(2) Department for the Manufacture of Bacterial Vaccines, Sterile 
Solutions y etc. — The work of this department would be carried out- in 
a new block especially designed and built for the purpose. 

(3) Vaccine Lymph Department. — This department would remain, 
as at present, a centre for the manufacture, storage and distribution 
of vaccine lymph. 

(4) Department of Anti-toxins. — ^This department would produce 
therapeutic sera for the Presidency and also products for immuniza- 
tion against diphtheria, tetanus, etc. 

(5) Government Analyst* s Department. — This department would 
carry out duties similar to those at present undertaken for the ixfeas 
under its jurisdiction and would be available as a reference laboratory 
for the new regional laboratories. 

(6) Department of Water Analysis and Algal Control. — This 
department would assume responsibility for the chemical and 
bacteriological analyses of water and undertake research work on the 
control of algal growth in water-supplies and on water purification. 

(7) Department of Medical Bacteriology. — This department would 
assume responsibility for the conduct of laboratory work on malaria, 
filariasis, dracontiasis, medical entomology, helminthology, etc. Field 
investigations in connection with these diseases would be carried oui 
by the ‘‘Investigation Units" already established for the purpose. 

(8) Blood Bank Section. — ^This section would function mainly as 
a blood processing centre if the policy of establishing blood banks 
(whole blood) in the Presidency is adopted. It would also serve as a 
centre for research in the development of better methods of processing 
and drying. 

When the Institute has been re-organized on the above lines and 
when additional staflE, accommodation and equipment have been mads 
available, it will be possible to continue and expand research activity 
in the various departments. The Institute is at present better stalled 
and equipped for research on filterable viruses than any other in India 
and is likely to maintain its premier position in this field of work. 

The good library facilities at present available will be furcher 
developed in order to provide a comprehensive medical library for 
South India, the amenities of which will be available to workers in 
other medical institutions and to private practitioners. 

85. Haffkine Institute, Bombay. — The Hafikine Institute, Bom- 
bay, has made rapid advances during the past decade and may now 
be considered one of the best equipped and most active laboratmies 
in India for routine and research work of the type undertaken. Afr 
the present time work is in progress to extend the laboratory accom- 
modation at a cost of approximately Bs. 12 lakhs in order to set up 
new departments. 
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yO. Plans tor future development now being discussed include tho 
provision of an adequate laboratory service for the Presidency by the 
creation of four regional laboratories at Belgaum, Poona, Nasik and 
Ahmedabad, and by the provision of improved laboratory services at 
district hospital throughout the Presidency. The intention is 
that these greatly extended laboratory services will undertake v/ork 
both for hospitals and for the Public Health Department. These 
proposals are, therefore, very similar to those outlined for Madras 
Presidency. 

37. In order to increase the supply of highly-trained hiboratorv 
technicians in the Province to keep pace with the expansion outlined 
above, a scheme is at present being initiated under which the Haffkine 
Institute will recruit 12 science graduates each year to undergo a 
course of training in bacteriology and clinical pathology, lasting for 
12 to 18 months. The aim will be to train 70 to 80 men of this type 
for posts in the extended laboratory service of the Province. 

38. We recommend the continuance of the routine and research 
functions at present being performed by the Hafikine Institute and 
endorse the proposals for their future development and extension. 
We also recommend that the plans for establishing regional labora* 
tories throughout the Province and for improving laboratory facilities 
at each district hospital should be carried out. 

311. (c) Laboratories maintained by the Government of Bengal . — 
The provision at present made by the Government of Bengal for the 
conduct of public health laboratory work, particularly for the prepara- 
tion of essential biologicals, is quite unsatisfactory. There is a very real 
and urgent need in Bengal for a properly constructed, staffed and 
equipped Institute ,of Preventive Medicine organized on the lines 
proposed for the future development of the Kins: Institute. Guihdy, 
or the Haffkine Institute, Bombay. We consider that such an i.nsti- 
tute could be conveniently located on the outskirts of Calcutta where 
building sites can be obtained at cheaper rates and on a more exten- 
sive scale than in the urban area. The chief functions of the institute 
recommended would be: — 

(1) The conduct of public health laboratory work of all kinds, 

including departments for food and water analyses, diag- 
nosis, medical biology, etc. 

(2) The preparation, under optimum conditions, of a repre- 

sentative series of biological products, including depart- 
ments for the large-scale preparation of bacterial 
vaccines, anti-rabic vaccine, anti-toxins, prophylactic 
toxoids, vaccine lymph, sterile solutions for parenteral 
injection, etc. 

(3) To provide accommodation for the Provincial Drugs Control 

Laboratory. 

(4) To provide a training ground for expert technical per> 

sonnel. 

(5) To carry out applied research in relation to all branches of 

the routine work of the institute. 

40. An institute of this kind would undoubtedly be a great asset to 
the Province, but it is probable that, with greatly increased emphasis 
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on public health activities of all kinds, it would soon become neces- 
eary to establish subsidiary laboratories, especially for public health 
and diagnostic work, at other centres throughout the Presidency. 
These might conveniently be established on lines similar to those 
proposed for regional laboratories in Madras Presidency. One of 
the most important functions of the main institute would be to 
form a modem biological station so as to set a high standard for the 
various commercial firms already established in Calcutta, and to 
provide a training ground for expert technical personnel to be 
employed by them. 

41. The new institute should be established on bold lines ana 
should be constructed and equipped in such a manner that it could be 
adapted to altered functions or new lines of work, without incurring 
extensive structural alterations. The functions of any institute of 
this kind are continually changing and developing in relation to up-to- 
date knowledge and no greater mistake can be made than to build 
and equip an institute with regard only to its immediate require- 
ments. 

42. Laboratory Services in other Provinces, — ^We recommend the 
progressive development in all other provinces in India of laboratory 
services and facilities for research similar to those outlined above for 
the three Presidencies of India. 

Organizations Financed from Other Sources 

43. Pasteur Institute of South India, Goonoor,— This institute is 
capable of being developed into an active centre for medical research. 
So far as they go the laboratories and equipment are good, but any 
great extension of work require the provision of additional labora- 
tories. The institute is exceptionally well-provided with facilities for 
the breeding and maintenance of laboratory animals. 

44. ine Atisociation oi tne Pasieur xusuiute ot bouth India is uhe 
only remammg ’Pasteur" organization in India which is self-support- 
ing and, therefore, inheritB a claim to become the chief centre for 
rabies research in India, it is recommended that it should be deve- 
loped as such, and that it should receive additional support frona other 
sources such as the proposed Central Medical Pesearch Organization 
or the income on the invested capital of the Association of the Pasteur 
Institute of India. Babies research has been neglected in recent 
years although there is still a great need for it. For ex^ple, the 
anti-rabic vaccine at present in use is identical with that introduced 
by Semple at Kasauli in 1911, which must be regarded as an 
extremely crude product. Preliminary work carried out at the 
Pasteur Institute, Coonoor, a few years ago has shown that it is 
possible experimentally to eliminate much of the animal protein from 
sheep-brain vaccine without impairing its antigenic value. It is 
obviously important that this work should be followed up especially 
as there are indications that the rare, but highly dangerous, compli- 
cation known as “paralytic accident" may be due to the brain protein 
included in the present crude vaccine. The aetiology of “paralytic 
accident" is another problem which deserves further investigation. 
Likewise, there is room for further* research to evolve better and more 
certain methods for the diagnosis of rabies in animals. These^ ^n 
other unsolved problems in regard to the diagnosis and^ prevention o 
rabies necessitate the setting up of at least one active centre for 
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rabies research in India and, in our opinion, the Pasteur Institute ei 
Goonoor offers an ideal location for such a centre. It would, of 
course, be necessary to increase the staff of the Institute, to provide 
the necessary equipment for the work to be undertaken, and possibly 
even to extend the available laboratory accommodation. Babies is 
very prevalent both in jackals and dogs in the Nilgiris and no diffi- 
culty would be experienced in obtaining strains of “street” virus 
for experimental work. 

45. The Institute at Goonoor is already well equipped to imdertake 
laboratory diagnostic work for hospitals and practitioners and it could, 
therefore, be readily converted to undertake the functions of a re- 
gional laboratory for the Nilgiris area in the scheme recommended 
for the Madras Presidency (see recommendations under Kiag 
Institute, Guindy). 

46. The continuance in Goonoor of the Nutrition Besearch Labora- 
tories as a nutrition centre for South India, and of the South India 
branch of the Malaria Institute of India already in Goonoor is recom- 
mended. If these various interests were properly coordinated, the 
Pasteur Institute would become a very active centre for research on 
such important subjects as rabies, nutrition and malaria. The easy 
accessibility of all parts of South India from Goonoor and the enorm- 
ous amount of material available in or near Goonoor, make it ideally 

uited for development as a research centre for these subjects. 

47. Miscellaneous . — The potentialities of other institutions in the 
tuture development of medical research in India will be apparent 
from the review of the resources of individual organizations given in 
the first volume of this report. 

V. Beseaiohes on Special Subjects 

48. Gertain special subjects, particularly malaria and nutrition, are 
of such paramount importance to all sections of the community in 
India that research on them is required on an exceptionally wide scale. 

49. Malaria . — While it is recognized that there is still need for 
further research of a basic nature on many aspects of the malaria 
problem in India, knowledge of this disease has advanced so far that 
the bulk of the research work now necessary on this subject is so 
intimately integrated with practical malaria control measures that 
the two cannot be disspciated. The .organization required for practi- 
cal malaria control measures and research activities associated with 
them is primarily of a public health character and must be so re- 
garded and financed by the Gentral and Provincial Governments. 
The following minimum organization is considered to be essential: — 

(a) The Malaria Institute of India . — ^This organization, originally 
constituted and financed by the Indian Besearch Fund Association, 
has already been taken over in part by the Gentral Government, and 
now functions as a public health organization financed from Gentral 
Revenues. The existing organization has been properly conceived, 
hut requires to be greatly expanded in order properly to fulfil the 
functions enumerated for this Institute in the section dealing with 
our recommendations in respect of malaria. 

The research activities of the Institute are, at present, financed 
hy the Indian Besearch Fund Association but there is great need for 
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the extension of these activities. Research activities must remain 
a primary function of this Institute, especially research of an applied 
nature, while research of a basic nature should be carried out in asso- 
ciation with the appropriate sections of other organizations such as 
the proposed new All-India Medical Institute and Chairs of Malario- 
logy in Medical Colleges. There are many aspects of the malaria 
problem which can best be investigated in this way, for example, 
the study of biological, clinical, biochemical and pharmacological 
problems. 

The Malaria Institute of India must maintain its position as Xthe 
chief information bureau on malaria in India, and the Director and 
stalf of the Institute must keep themselves fully informed of all 
advances in knowledge made in other parts of the country and of the 
world. Delhi is considered to be a suitable location for the present 
Institute, but it is desirable that the branch of the Institute estab- 
lished at Coonoor in S. India should be retained and expanded. 

The Malaria Institute has done much to spread knowledge of this 
disease throughout India particularly by training medical officers from 
all parts of the country in malariology, and also engineers in the 
principles and practice of malaria prevention. Apart from this we 
have included the suggestion, in our special recommendations in res- 
pect of malaria, that Chairs of Malariology should be established in 
selected medical colleges in the Provinces in order to provide furthi .’ 
facilities for teaching and research in the subject. 

(b) Provincial Malaria Organizaticnis . — There is an urgent need 
in each Province in India for a strong malaria organization to plan 
and execute malaria control schemes and to condu(-*t the preliminar/ 
and concomitant investigations which are invariably necessary in 
connection with them. We have made detailed recommendations 
for the establishment and maintenance of such provincial organisa- 
tions in the chapter on malaria. 

The wealth of clinical material available for study at all medical 
teaching and relief centres throughout the country should be utilisefl 
for the conduct of special investigations on the clinical and them 
peutic aspects of malaria. 

50. Nutrition . — Nutrition is a problem of vital concern to th 
people of India. Active research is a necessary part of any successful 
attack on the nutrition problem. All progress is based on research 
and there is abundant evidence to show that, nutrition research can 
make valuable contributions to human welfare. In all progressive 
countries, large sums are spent on nutrition research and it is nece^^- 
sary that, in India also, such research should receive ample 
encouragement and support in order to hasten the solution of shoru 
and long-term policies regarding nutrition. 

- 51. The Nutrition Research Laboratories at Coonoor were founded 
by the Indian Research Fund Association in order to provide a strong 
centre for research on nutrition problems; to act as an information 
bureau so as to make the results freely available to all concerned; 
and, in collaboration with public health officers, to translate these 
results into practical nutrition ‘work. We recognize the important 
work already carried out by this organization and recommend that 
the Coonoor laboratories should be retained as a nutrition centre ter 
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South India. We consider, however, that extended provision for the 
study of nutrition in India both in its laboratory and public health^ 
aspects, is necessary. Experience has shown that the Central 
Government has been unable to make the fullest use of the Goonoor 
laboratories on account of their great distance from the Capital. The 
creation of a strong central nutrition organization with staff and labo- 
ratories adequate to form a permanent centre for research, reference,, 
advisory ^nd advanced training work, is recommended. This might 
conveniently be included as a section of the proposed new All-India 
Medical Institute. 

52. Apart from this provision for iiutrition research at the centre, 
there is a great need for widespread research to be carried out in ilie 
universities, medical colleges and other laboratories in the country. 
In addition, the great mass of clinical material available in India- 
provides an opportunity for India to lead the world in clinical res-^arch 
on nutrition. We recommend the development of clinical research 
units to be attached to some of the larger hospitals in India, and, 
in particular, to hospitals for children's and opthalmic diseases. Non- 
medical workers, such as biochemists, could play a valuable p^frt in 
the work of such units. 

53. In our .view the present system of supporting nutrition re- 
searcli by temporary year-to-year grants to individual workers has^* 
certain disadvantages, including interruption in the continuity of work 
and the frequent loss of the services of workers who have gained some 
e.xperience. We recommend that this system should be largely re- 
placed by the support of nutrition research units of a more permanent 
nature at selected places where suitable laboratories exist togethei) 
with a nucleus of experienced workers and competent direction. This 
would ensure continuity of work and provide opportunities for the 
training of skilled nutrition workers as well as for the development 
of national nutrition orsanizations. The two such units recently 
established at Bonihav and Dacca should be further developed. 

54. consider that the translation of the results of research to 
practical public health measures is an essential function of the Health 
Departments of the Central and Provincial Governments. We have 
therefore made proposals for the creation, as a part of the health 
crganisation, of nutrition departments at the Centre and in each 
Province, in that chapter of this report which deals with our recom- 
mendations regarding nutrition. For the composition and functions 
of these nutrition departments reference may be made to that chapter. 

55. We recognize tlie necessity for training all medical and public 
health workers in nutrition, and to this end we recommend rhat 
satisfactory instruction in the subject he included in all training 
programmes including the medical curriculum and the courses given 
to health visitors, health inspectors, etc. 

56. Glinical Research . — In spite of the great wealth of clinicaV 
material available in India, very little clinical research of high quality 
has hitherto been undertaken. An exception to this rule is the' 
research work carried out at the Calcutta School of Tropical Medic’ne 
with which the Carmichael Hospital for Tropical Diseases is asso- 
ciated. A similar successful arrangement for clinical research has^ 
been provided at the Pasteur Institute, Shillong, to which a small 
ClinicRl Besearch Hospital is attached. The hospital attached to the^ 
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medical college, which will form an integral part of the proposed All- 
India Medical Institute, will also facilitate the promotion of clinical 
(research. Nevertheless, it will be necessary, in our opinion, to create 
•facilities for clinical research in many other centres throughout India. 
There are already many well-equipped hospitals with abundant clinical 
material in which research work could be undertaken. The primary 
^requirements in stimulating such activity is the provision of jadequate 
personnel of the right type. In most instances it would be necessary 
to provide additional laboratory accommodation, equipment and 
♦experimental animals. It would be necessary to engage workers 
specifically for wholetime research work. If this practice were 
followed in all teaching hospitals in India, present and future, a field 
for clinical research would be opened up which would probably be 
unsurpassed in any other country in the world. In many cases the 
conduct of clinical research would require the close cooperation of the 
•preclinical and technical departments of the teaching institutions. 
To facilitate team work of this kind, it would be desirable to appoint 
for each teaching institution a Director or coordinator of research. 
Apart from clinical research in teaching hospitals, further opportuni- 
ties are likely to be provided in connection with the extension of 
laboratory services in the Provinces, as, for example, at the regional 
laboratories proposed for the Presidencies of Madras and Bombay, 
which it is anticipated will be intimately connected with well- 
equipped district headquarters hospitals. We recommend that these 
and all other facilities for clinical research should be exploited to the 
fullest extent. It is visualized that if clinical research is encouraged 
in the ways indicated, centres of high repute for research and 
•advanced teaching in clinical medicine and surgery and the various 
specialities will spring up throughout the country. Potentialities for 
the creation of such centres already exist as, for example, the Ortho- 
paedic Surgery Unit in Madras and the Eadium Therapy Unit at the 
Tata Memorial Hospital, Bombay. 

5*r. Social and Environmental E actors in relation to Health and 
Disease . — We recognize that many of the recommendations made in 
ihis report for the future extension and development of medical 
research in India relate chiefly to research activities in medical 
colleges, hospitals, and other institutions. While “institutionar* 
research of this kind is of the greatest value, there is a danger of its 
becoming so specialized and technical that the primary importance 
of the many indefinite factors of aetiological and human interest in 
’relation to the ill-health of the country may tend to be overlooked. 
During the past two or three decades, medical research all over the 
world has tended to become “mechanized** and there has been an 
insufficient appreciation of the fact that ill-health, even that due to 
many of the organic diseases, has discoverable origins in a complexity 
of environmental factors including social, domestic and rccnpational 
maladjustments associated with economic insecurity, dietary insuffi- 
ciency, over-fatigue and a host of other related factors. Sccial and 
•environmental factors in relation to health and disease are of parti- 
cular importance in India, not only as regards the study of human 
•reactions to them but also as regards their influence on the vectors 
•of insect-borne diseases. 

58. Little is as yet known of health itself within the considerable 
franges of age, sex and occupation or of the manifestations and 
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ftandards which distinguish the individual in full health from tho* 
iDdividual with incipient illness, perhaps not yet demonstrable by 
known methods of detection. Likewise, little is known of the- 
environmental factors which favour the spread of such insecE-bome- 
diseases as malaria, plague, kala-azar, the typhus group of fevers, etc. 
There is in India an inexhaustible field for the investigation of these 
and many other problems related to social diseases and disability, and 
for the study of man during growth and development and his reactions 
to environmental stress. There is much to be learned too, from the 
periodical study of healthy groups in childhood, adolescence and 
later life. 

59. This approach to the investigation of ill-health is not a new 
concept b'lt it is one which has been brought sharply into focus in 
other countries as the result of the war, and one which, it is hoped 
will persist in the post-war period. The success which has attended 
the practical application of the results of research on this important 
subject has been amply demonstrated among the peoples of Western 
countries under the duress of war and has resulted in a re-orientation* 
of outlook on disease in these countries. 

60. We, therefore, recommend that in planning the future develop* 
meat of medical research in India, adequate provision should be made 
for research on this important subject. It is felt that research on 
this aspect of health and disease must follow a definite plan. The 
first essential will be to collect statistical and other data relating to 
the possible aetiology of the problem under consideration. tSubse* 
quent analyses of such data would be likely to give some indication 
of the probable causes of high disease rates. It would then be neces- 
sary to undertake a close study of individual cases of the disease in 
question with special reference to environmental history. Any en- 
vironmental factor under suspicion would have to be further investi- 
gated by making a survey of an adequate population sample exposed 
to the suspected aetiological factor together with a parallel survey 
of a comparable group not so exposed. The next logical step would 
be an attempt to reproduce the conditions in experimental animals 
and, finally, it would be necessary to prove or disprove the hypothesis 
by modifyins: the environment of an exposed group by removing or 
neutralizing the suspected adverse factor or factors and observing the 
effect on the incidence of the disease in question. 

61. Investigations on the lines suggested above would obviously be 
beyond the competence of isolated individual workers and would 
have to be undertaken by comprehensive research teams requiring 
the closest collaboration and cooperation between public health 
officers, hospital clinicians and private physicians, statisticians, nutri- 
tion and other research workers, sanitary inspectors, health visitors, 
social workers, and even local lay bodies. The onus of unearthing 
and exposing social and environmental evils in the aetiology of ill- 
health must rest with the medical profession and their scientific asson 
ciates. The laborious task of collecting and analysing statistical data 
and of recording factual evidence and socio-medical experience must 
be borne largely by those whose concern is with the social rather 
than the individual aspects of disease and in order that they mav be 
able to fulfil this function, they must be guided by teaching and 
research in social medicine. The scope of this subject is so vast that 
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:it could not be adequately dealt with by a special branch, but must 
become an integral part of all medical and social activities. In pre- 
:parati6n for this, the importance of the subject must be stressed at 
all stages of the medical curriculum. 

62. There is an increasing tendency for medical subjects to oe 
grouped in the form of a “Y*', the stem of which represents subjects 
common to all fields, while one arm represents the subjects dealing 
.mainly with individuals, and the other the subjects pertaining 
to groups of individuals or communities. Research of the kind here 
visualised would be centred mainly, though by no means exclusively, 
in those departments concerned chiefly with community studies in 
both urban and rural areas. The development and strengthening of 
these departments would, therefore, be a primary necessity in foster- 
ing research in social and environmental factors in relation to health 
and disease. The field to be covered would, however, be so compre^i 
hensive that it would be necessary to appoint specially selected 
workers to initiate, stimulate and, above all, coordinate research on 
this important aspect of human welfare. 

Conclusion 

We wish again to emphasize that, for the effective extension and 
development of medical research in India, greatly increased and im- 
proved provision for training on a higher standard in the universities 
and medical colleges is essential at all stages, and that, in order to 
achieve this, existing institutions will require improvements and addi- 
tions to their accommodation and equipment and to their academic 
staff, while many more training centres will be required. The ‘‘m- 
ployment of wholetime teachers and research workers on scaleb of 
pay adequate to attract the very best men will all occasion an enorm- 
ous increase in expenditure, but this must be regarded as unavoidable 
if any real progress is to be made. 

A Note on Medical Beeearch Dr. Vishwanath and Dr. A. H. Butt 

04. Apart from paucity of funds the worst enemy of the progress of 
medical research in India has been the fact that the officers employed 
in the Medical Research Department, were mostly engaged in the 
luaiiiifacturo o: biological pioducis aiui had very litile, ir any, time to 
devote to their declared function — ^Medical Research. A stage of de- 
velopment has now been reached in the country when the manufacture 
of biological products should be a purely Governments function, if 
the State is worked on a socialistic basis. If its organisation is capi- 
talistic, the manufacture of biologicals should be in the hands of the 
trade but under proper Government supervision. The existing condi- 
tions under which Government is in competition with trade is unjusti- 
fied, particularly when it deflects personnel which should be serving 
the advancement of medical research, to routine manufacture. 

^5. One important channel of financing medical research in India 
has been a quasi-Govemment organisation — The Indian Research 
Fund Association. In our opinion the financing of medical research 
could be aided effectively and expeditiously by a progressive Govenv 
mient. The argument of less red-tape in the working of a quasi- 
Govemment organisation is offset. by greater scope for nepotism under 
such an organisation. 
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CHAPTEE XX 

ALL INDIA MEDICAL INSIITUXE 

.Introduction 

1. At an early stage in our examination of the problem of deve- 
loping a comprehensive health service in India we realised that 
certain outstanding needs must be met before any progress in the provi- 
sion of such a service could be made. These include (1) a 
considerable expansion of existing facilities for the training of doctors 
and other health workers in order to produce the large numbers 
that will be required for our scheme, (2) a revision of the standards 
of professional training m order to produce types of workers fully 
equipped to participate in a modern health programme with ita 
newer and expanding conceptions of service to the community and 
(3) the training of a sufficient number of workers capable of under- 
taking research into medical and allied problems on a scale far in 
advance of what has been accomplished in the past. In that section 
of the report which deals with professional education we have dis- 
cussed, at some length, our proposals for increasing the numbers of 
institutions required for training the different types of health per- 
sonnel and for improving their education in accordance with modern 
trends. We have also advocated the provision of facilities for 
research by all the departments of these institutions, because we feel 
that undergraduate and postgraduate teaching of the requisite 
standard can be attained only in an atmosphere of active research. 

2. These institutions will naturally have to concentrate on the 
production, in as large numbers as possible, of the different t\pes of 
health workers required for the health services we have proposed. 
Side by side with these developments, however, we consider it of the 
first importance that at- least a few institutions, which will conceii 
trate on quality, should also be established at suitable centres in 
different parts of the country. We realise that considerations of 
cost and the need to staff these institutions with the most lucrhly 
qualified persons available will, in all probability, make it very 
difficidt to start with more than one such training centre. But no 
time should be lost in developing one such centre for which we would 
suggest the designatiou “All-Tndia Medical Institute.'’ The objects 
of the Institute should be: — 

(1) to bring together in one place educational facilities of the 

highest order for the training of all the more important 
types of health personnerand to emphasise the close 
interrelation existing between the different branches of 
professional education in the field of health; 

(2) to promote research of the highest type in all the branches of 

study for which the Institute will be responsible; 

(3) to coordinate traiaing and research; 

(4) to provide postgraduate training of an advanced character 

in an atmosphere which will foster the true scientific 
outlook and a spirit of initiative and 

<5) to inspire all persons who undergo training, undergraduate or 
postgraduate, with the loftiest ideals of the profession to 
which they belong and to promote in them a community 
outlook and a high degree of culture, in order that they 
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may become active apostles of the progressive spirit iu . 
whatever field they may be called upon to serve, whether 
it be teaching, research, general health work or adminia- 
tratioh. 

Though the alumni of such an Institute may not be numerous, we 
feel confident that the infiuenoe which they will exert in their respeo* 
tive spheres will be out of all proportion to their numbers. 

In no field of medical work is the need for men and women of 
the highest training and equipment greater than in that of teaching. 
We look forward to the Institute sending forth such workers, even 
though it may be in relatively small numbers, to the teaching institu^ 
tions in difierent parts of the country, where we anticipate they will 
help to create and maintain something of the high ideals of teacMng 
and research with which the Institute will have inspired them. Apart 
from such contribution to the development of professional education 
in the country which the Institute will make, we believe that, in 
view of the present shortage of highly qualified teachers, it may be 
advisable to include, within the functions of the Institute, the train- 
ing of a limited number of selected individuals from the provinces, 
so that the facilities for advanced training available at the Institute 
may be extended as widely as possible without sacrificing efficiency 
in any way. It is hoped that the Institute will attract to itself candi- 
dates from among the most talented products of the provincial medi- 
oal colleges, who in due course will return to their alma mater, there 
to disseminate the ideas and ideals acquired by them at the Institute. 

The Bange of the Institute’s Activity 

3. We suggest that, in the beginning, the Institute should aim 
at providing only medical training in all its branches and also the train- 

* ing of nurses. The Institute must, therefore, have as an integral part 
of it, a medical college with its teaching hospitals" and laboratories 
as well as a college to provide the highest type of nursing education. 
Later on, provision should be made for the training of all higher types 
of health workers. We have in mind particularly dentSl education, 
public health engineering, medical zoology in its different branches 
and certain other subjects in which the non-medical man performs 
important health functions. 

4. We feelieve that the contribution which the proposed Institute 
can make to promote the cultural value of medical, education will 
be greatly enhanced by the provision of a Chair of the . History of 
Medicine. The humanising influence of a study of the history of 
medicine has been well described by ftofessor Henry E. Sigerist in 
a recent publication (Appendix 47). 

He says: 

‘‘Instruction in medical history, if properly conducted, could 
greatly contribute to the traiping of an educated physi- 
cian. It would teach the student history, the history of 
his own country but also the history of the world with a 
bias on medicine that would* brin^ the subject much closer 
to him. It would teach him to look at modem medicine 
from the perspective of history and to see it in all its 
economic, social, religious and philosophic iiriplioations, 
as the result of a long development, as a dynamic process. 

He would soon find that scientific medicine has a philo- 
sophy also. We too took at the human body as a micro- 
cosm in the midst of the macrocosm. The same elements 
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that constitute the orgapism are found in the outside* 
world, and the same physico-chemical forces are acting; 
in both. The physician thus trained would have a much* 
clearer idea of the task of medicine and of the part he 
is called upon to play in society.” 

We fully endorse* his view that the physician of the future^ 
should be an even more highly cultured individual than his prede-^ 
4 ^essors and that he should have, to a greater extent, that wider 
outlook which will enable him to interpret health and disease in' 
relation to the social background of the life of the community. In 
this country, we believe that the historian of medicine can also* 
perform the eminently useful function of investigating the indigenous* 
systems of medicine “not only for their ideological content, not only 
as aspects of India’s ancient and mediaeval civilisations and as end 
products of a long development” but also for the purpose of assist- 
ing in the evaluation of their practical achievements. As a result 
of his studies, he may be in a position to point out to the clinicians 
and pharmacologists which drugs and treatments employed in these 
systems can be tested. 

The Selection of Students 

5. The selection of students to be admitted to the medical- andP 
nursing colleges attached to the Institute should be made very care- 
fully, merit being the sole criterion for admission. The purpose in. 
view is that the men and women passing out from these colleges* 
should provide future leaders in theif respective professions and, in 
our view, the acceptance of any basis of selection other than merit. 
will defeat this purpose. As the Institute is to serve the needs of 
the country as a whole, applicants from all parts of India should 
be eligible for admission. 

Certain Qualifications for the Staff of the liistltute 

6. We have already expressed the view that the endeavour should 
be to inspire all, who undergo training in the Institute, with tho 
highest ideals of the profession to which they belong and to develop* 
in -them a community outlook and a high degree of culture. The- 
teacher must himself be imbued with these ideals if he is to impart 
them to his students. We wish to emphasise that the men and 
women, who are recruited to the* teaching staff of the different, 
departments of the Institute, should possess, in addition to higla 
intellectual and academic attainments, such ideals in a pre-eminenh 
degree so that they may help, in their daily contacts with their 
students, to enrich the minds of, the latter not only with knowledge 
but also with that deeper understanding of human nature and the 
spirit of service which are essential for enabling health workers to 
give of their best to the community. 

7. We are. confident that the Institute, if developed on proper 
lines, will profoundly influence medical education in India in the 
same manner in which tl\e establishment of the Johns Hopkins 
Medical School at Baltimore in the •United States more than 50 years 
ago had a powerful stinuilating effedt on the development of medical 
education in that country, ^e founders of that school set new 
standards for America by blending the best elements in the different 
educational systems in Europe and by introducing new ideas. Men, 
^ho passed out from the Johns Hopkins School, gradually spread 
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vthrough the country and carried with them the traditions of that 
.institution. The example of that school was widely accepted, and 
the result was that the standard of medical education was raised in 
the United States as a whole. We look forward to similar bene- 
£cial results following in India from the establishment of the pro- 
<posed Institute. 

Beyond indicating what, in our view, should be the objectives 
to be attained by this Institute we do not propose to go into any 
details apart from dealing briefly with its general organisation and 
-control. 

We recommend that the Central Government should be responsi- 
ble for the establishment and maintenance of this Institute. 

^Organisation and Control of the All-India Medical Institute 

8. The organisation and control of the Institute cover (1) the ad- 
ministrative field and (2) the technical and scientific field. We shall 
deal with these separately. 

The Administrative Tield 

9. An institution of the type we envisage should have consider- 
able freedom to develop its own activities independently and without 
ihe delaying and hampering effect that strict governmental control 
may entail. For the growth of academic freedom it is essential to 
ensure that the Institute should be free from the routine adminis- 
trative control of a Department of Government. We, therefore, 
propose that its administration should be vested, from the thne of its 
inauguration, in a Governing Body of suitable composition. 

10. We suggest that the Governing Body should, in the first 
instance, consist of eleven members in addition to the Chairman. 
The latter should be an independent person, prominent in public 

life and outside the executive authority of the Government of India. 
Such a person, for instance, would be the Chief Justice of the 
Federal Court. The first Chairman should be appointed by the 
Government of India. Later, it is a matter for consideration 
whether the Chairman might not be appointed by the Governing 
Body itself. The composition suggested for the Governing Body 
^s as follows: — 

(1) Ohainnan 1 

(2) The Vice-Chanoenor of the University in whose jnrisdiotion the 

Institute is located 1 

(3) Two Vice-Chancellors from all other Universities in British 

India in rotation ........ 2 

<4) The President, Medical Council of India ... .1 

^5) Another member of the Medioal Gounoil of India nominated 
by that Council 1 

<6) The President of the All-India Nnrsiiig pouncil • .1 

<7) Two disttru^'iished non-medioih, scientists nominated by the 
Inter-university Board • ’ • * . *2 

(8) One fepressntatfve nominated by the Central Health Board • 1 

(9) TbeJDirootor Qeneral, Health Serv ices 1 

<10) The Direotor, AU-Iniia Medieti Institute (Member-Saoretary) 1 
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When the dental and pharmaceutical prpfessions become developed, 
^we suggest that the Presidents of the All-India Boards yre hava 
rxecommended elsewhere in this report for regulating these profes- 
sions, should also be made members of the Governing Body« 

The tenure of membership may be a period of three years except 
^ the case of those who hold their seats in their ofi&cial capacity. 

The functions of the Governing Body will be (1) allocation of 
{unds and (2) the laying down of general administrative policy. 

The Technical and Scientiflc Field 

11. The purpose of medical education is to provide the type of 
doctor the community requires. If the proposed Institute is 
to provide, as we have indicated it should, leaders in the different 
fields of medicine and particularly in the spheres of professional 
education and research, its development should, from the very 
^beginning be guided by soimd scientific and technical advice. 
Although it may appear somewhat novel in this country, we suggest 
-that the technical work of the Institute should be developed and 
•directed not by an outside body, however eminent its members may 
be, which will impose its ideas on the Director and Professors of the 
Institute, but by the latter themselves acting as a Medical Faculty. 
We anticipate that those who are selected for these posts will be 
men and women not only with outstanding attainments in their res- 
?pective subjects, but also with that wider outlook which will enable 
•them to interpret the needs of medical education in relation to the 
'Varied responsibilities that the doctor of the future will be called 
•upon to undertake. In making this recommendation, we are not 
putting forward a procedure without precedent. We understand 
that, in the Johns Hopkins Medical School, a similar arrangement 
has worked successfully for many years and that it has contributed 
materially to the attainment by that institution of the pre-eminent 
^position it holds in the world of medical education. We also under- 
stand that this system generally prevails in the United States. It 
'is, therefore, with some degree of confidence that we are recom- 
mending its adoption here in connection with the All-India Medical 
Institute. 

Becruitment of the staff of the All-India Medical Institute 

12. We would draw attention to our recommendations in con- 
nection with recruitment for health services in chapter XVII of this 
volume of the report. The suggestions made below follow generally 
the principles we have laid down in that chapter. 

(1) Becruitment should be solely on merit. 

(2) It is essential that the best persons available should be secured. 
Becruitment through the world market may, therefore, have to be 
resorted to. The decision to do so in respect of individual posts 
should be preceded by a search through the country to secure suit- 
able persons of the required calibre. The experts obtained from 
abroad should He entertained on short-term contracts normally not 
•exceeding five years in the first instance. 

(8) It should be made plain in the contract that every attempt 
should be made to train a suitable Indian within the period of the 
♦contract. 
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(4) There should be nb reservation any of the posts in the All- 
India Medical Institute for ihe members of any services. The crite- 
rion of selection should be merits and reservation of posts is incom-' 
patibloith this principle. 

18. As regards procedure^ a departure seems desirable from our 
general recommendation that recruitment to the different health ser- 
vices should be made through the various Public Service Commis- 
sions. It is essential that persons of the very highest professional 
standing should be secured for the posts of the Director and Professoua 
in the different departments of the Institute. The selection should, 
be carried out by those who are in a position to judge the technical 
competence of the candidates. It is also necessa:^ that, apart from 
academic attainments, the persons selected should be such as are 
likely to work harmoniously with their colleagues and thus to ensure 
the smooth and successful functioning of the Institute. To secure 
this, we feel that the adoption of the procedure, which has been, 
practised in the Johns Hopkins University and which, we under- 
stand, is generally followed in other universities in the United 
States, may with advantage be tried here. In the Johns Hopkins 
Medical School recommendations for the appointment of professors 
are made by the medical faculty of that institution, which consists 
of its own professors. While the authority for making the appoint- 
ment is vested in the university the recommendation of the medicalr 
faculty is invariably accepted. We desire to see this principle adopted 
for the recruitment of the staff of the Institute, the Governing Body 
being the appointing authority and Medical Faculty, the recommend- 
ing body. 

Salaries 

14. We have already discussed the question of salaries in tie 
chapter dealing with the organisation and inter-relationships of the 
central, provincial and local health administrations. 

As regards persons recruited from abroad, the salaries offered will 
have to be such as to secure the class of persons required. They 
will, of course, fall outside the regular medical services of the 
country and, as has already been pointed out, should be regulated 
by short-term contracts. 

The problem of recommending suitable scales of pay for Indians- 
is by no means easy. We have discussed the different aspects of 
this matter in the chapter referred to above, and do not propose to 
traverse the ground again. We have suggested the appointment of 
an ad hoc committee by the Government of India to examine this 
complex and important problem, in order that suitable recommenda* 
tions may be made to the Central and Provincial Governments on^ 
which they can base reasonable scales of salary for the different cate- 
gories of their employees. 

Finance 

15. Although we have advised that, for the reasons stated, the 
Central Government should divest itself of dirqpt responsibility for 
the administration of the Institute, we think that it should lulfil 
adequately the responsibility of financing it on a sufficiently generous 
scale to promote its development into, and maintenance as, an All- 
Tndia medical training centre on the lines indicated earlier in this 
chapter. An appeal should, however, be made to the public foi" 
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^ntributions, thus giving private generosity* an opportunity to 
support an institution which, we feel sure, will have far-reaching 
'Influence on the futiure development of health service in the 
country. This ^stitute is of such paramount importance for 
the full development of the proposed national health programme that 

would venture to suggest that its financial stability should be 
ensured by the Government of India endowing it with an amount 
sufficient to secure, through the accruing interest, at least half the 
Estimated annual expenditure of the institution in its fully developed 
form and by a statutory provision for any balance that private bene* 
factions may fail to provide. 

Xegilflation 

16. Our proposals for the organisation, administration and finano- 
hig of the All-India Medical Institute involve certain departures 
from existing practice. It, therefore, seems necessary to secure 
legislative sanction for these proposals. 

Three of our colleagues (Mr. Sapru, Dr. Hameed and Mr. Joshji) 
do not agree with the rest of the Committee on a few points. Their 
notes are attached. 


Hinute on the All-India Medical Institute by the Hon’ble Mr. P. N. 
Sapru and Dr. M. A. Hameed. 

We have agreed to the suggestion ‘that the appointment of 
Professors in the Department of the Central Institute for the training 
of teachers and research workers should be made on the recommenda- 
tions of the teachers of the Institute itself, as the final selection will, 
-we take it, vest with the Governing Body, the constitution of which 
will be determined by the Central Legislature. In our opinion the 
constitution provided for the Governing Body is reasonably good. 
But we cannot agree to the further suggestion that the shaping of the 
Institute in its technical aspect should be entrusted solely to the 
Director and Professors of the Institute acting as a medical faculty. 

No adequate reason has, in our opinion, been given as to why cn 
i>he medical faculty, which will presumably frame the curricula and 
cappoint examiners, an external element should not be provided for. 
In our opinion, there is danger under a constitution of this character, 
cf the academic faculty of the Institute developing into a close 
corporation of mutual admiration. We would, therefore, provide for 
representation on this academic body of faculties of medicine in 
Indian Universities, grouped together, as an electoral college for this 
purpose. This representation would not, however, exceed 20 per 
^Cent. of the total strength of the medical faculty. A possible alter- 
native to this elected representation of medical faculties of univer- 
sities territorially grouped together for the purposes of representa- 
tion is co-option of outside experts by the medical faculty itself. We 
cule this solution out as we think that more harmonious co-operation 
'between the medical faculties in various universities responsible for 
medical education and the Institute can be secured by their proper 
’representation by direct election by University Medical Faculties on 
•the academic Council of the Institute itself. It is, in our opinion, 
'essential for the growth of higher medical education, research and 
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the raising of cultural levels in provincial institutions, to provide some 
direct contact between university medical faculties and the Institute., 
Contact between the universities and the Institute such as we- 
visualise would have a beneficial effect both upon the academic life- 
of the Lastitute and the medical faculties of provincial universities. 

Note by Mr. N. M. Joshi. 

As regards the control of the Central Institute, I have no objec- 
tion to the creation of the independent Governing Body for admi- -^ 
nistrative purpose and also to the technical and scientific aspect being: 
left to the Director and Professors acting as a medical faculty pro- 
vided that in the matters of the number of teachers to be trained 
and the^ standards of their training as regards which the final decision 
rests with Government who are responsible for satisfying the needs 
of the country in this respect. The need for this proviso is greater 
if the Institute is to be created by special legislation. 
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HEALTH OBOANISATION FOB DELHI PBOVINOE 
introduction 

1. In the chapter dealing with our short-term proposals for ther 
country as a whole we made the suggestion that the Central Govern- 
ment should attempt to demonstrate, in Delhi Province, the eheits of 
implementing not only our proposals but also those put forward by 
the other committees, which have made recommendations for post- 
war developments in the different fields of community life. Without : 
a simultaneous advance in the spheres of education, agriculture, co- 
operation, animal husbandry, industrial development and others 
affecting the life and well-being of the people, we feel that the 
increased facilities proposed for the treatment and prevention of 
disease will not produce their maximum effect in improving the public 
health. That is why we are anxious to ensure that a social expen* 
ment of this comprehensive nature should be started, if possible, in: 
Delhi Province. The purpose in view is to demonstrate to the 
country as a whole what can be achieved, through co-ordinated effort^, 
to improve the health and general prosperity of the community. 

2. We recognise, however, that, owing to the special conditions- 
operating in the case of Delhi, it may not be possible to secure the 
same results in other areas not so favourably circumstanced. 

8. An essential feature of the experiment should be the active* 
association of the people, as far as possible, with the proposed 
ameliorative measures in every field. Such association alone cam 
ensure that the measures adopted will yield the maximum resulta 
and that the progress achieved will be maintained and extended witb 
the lapse of years. The ultimate purpose of all effort towards social 
amelioration is to make the life of the individual fuller and happier 
and the achievement of this purpose must have, as a pre-requisite, 
his conscious acceptance of the objectives that are set forth and his 
active co-operation in the realisation of those objectives. Our 
proposals for the establishment of village health committees andl 
the association of the people with the formulation of health policy ati 
the two levels of health administration in the province, namely, the* 
district and the provincial headquarters, have been made with this 
object in view. 

OUR PROPOSALS 

4. While we recommend that the development of health services- 
in Delhi Province should generally follow the lines indicated by us- 
for the establishment of such services in the country as a whole, 
certain modifications will be necessary in order to provide for some* 
special features which should be introduced in the Delhi scheme for 
certain special reasons which will be referred lo later. 

Our Becommndations for Provinces other than Delhi 

6. Our main recommendations in connection with the shorf-ternb 
programme for the country are: — 

(s) The new services introduced under our scheme should supple*- 
ment and not supplant those which are already in existence in th^ 
ureas conoemed. 
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(b) While in each district in a province, the scheme will 
introauced in limited areas and extended over the whole territory 
in successive stages, the health services in the areas covered by the 
echeme should function all the time as one administrative unit, in 
order to ensure that the control exercised by the supervisory stafi! 
is effective and would extend even to the smallest local area under the 
scheme, namely, the village. This can be secured only by having one 
health authority to function in the area as a whole, because the pre- 
sence of a number of independent authorities would naturally render 
•efficient administration impossible. We have therefore recommended 
iihat the existing local authorities, which are responsible for health ad- 
ministration in their respective areas, should be replaced by a District 
Health Board, to which their health functions would be transferred, 
in our anxiety, however, to interfere as little as possible with the exist- 
ing form of loc^ health administration, provided the basic requirement 
«of efficiency is secured, we have recommended that Provincial Govern- ‘ 
•ments may, after taking into consideration all the relevant factors, 
authorise large municipalities with populations of 200,000 and over to 
meruit and maintain their own healtii services, provided the general 
plan and level of efficiency recommended by us for such services are 
4uly kept up. We have also stressed the need for ensuring that the 
^wo types of services are so integrated as to enable them to function 
in the closest possible co-operation. 

(c) Wo have recommended the provincialisation of all branches of 
ihe health services in the areas covered by the scheme, with the 
•exception of the large municipalities referred to above, and have 
defined the relationsh^ip between this provincial district health organi- 
aation and the District Health Board on the one hand, and between 
it and the Provincial Health Department on the other. 

(d) In order to enable the district health administration to keep 
in touch with the views of organised medical and certain allied 
professions in the district on matters relating to the health services, 
we have recommended the creation of a District Health Coimoil 
consisting of representatives of these professions, its functions being 
purely of an advisory character. 

(e) As regards the structure of the proposed health organisation 
•in the districts, our recommendations are that, owing to the 
inadequacy of trained personnel and funds, the scheme should start 
modestly with primary units covering populations of approximately 
40,000 and that, in due course, the number served by each primary 
unit should be reduced to a figure ranging between 10,000 and 
20,000, taking into consideration the density of population of the 
;srea concerned. 

Foi* the area covered by a sufficient number of primary units to 
provide a population of 600,000 to 600,000, there should be a 
secondary unit, which will supervise the work carried out in ^ the 
primary units and will, at the same time, provide through its specialist 
rQtaff and hospital and laboratory facilities a higher type of health 
service than that which is given through the primary units. 

At the district headquarters an even higher type of health 
^organisation Will be provided when the scheme becomes developed 
to the stage of covering the major portion of each district. Its 
iunciaons will include the direction and supervision of hewtb 
;administration in the district as well as the provision of all modem 
facilities for remedial and preventive health care. 
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(f) We have suggested that at the provincial headquarters a 
Provincial Health on which district health administrations will 

^d representation should be created in order to enable the Mii^ter 
of Health to consult public opinion in defining health policy and in 
allotting fimds for its implementation. The establishment of a 
Provincial Health Coimoil, with its constitution and functions sixnilar 
to those of the District Health Council, has also been recommended. 
‘The Delhi Health Organisation " 

6. There are certain special considerations in the case of Delhi 
which will necessitate, in our view, a departure from the general plan 
outlined for the country as a whole. These are (1) that the area and 
•concentration of population tend to make it a case aui generis and 

(3) that Delhi should be a demonstration centre and that it is, there- 
fore, desirable that the organisation seS up here should, from the 
beginning, function at as high a level of efficiency as possible. We 
have, therefore, come to the conclusion that the Delhi health orga- 
nisation should differ, to some extent, from the three million* plan 
^recommended for adoption elsewhere. At the same time the general 
principles underlying that plan should, as far as possible, be adhered to. 

7. In the first place we recommend a modification of the primary 
*umt suggested by us for the country as a whole during the short-temx 
^programme on the lines indicated below: — 
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8. The following are the details of the staff proposed in eachs* 
case : — 

Delhi Province Other Provinoe^^^ 
Primary unit Primary unit 

(20»000popu. (40,000 popu- 
lation) iation) 


1. Medical officers (male and female) • 2 

2* Public health nurses ... 2 

3. Nurse 1 

4. Compounders 2 

5. (a) Midwives ..... 4 

(b) Traineddats .... 4 

6. Public health insqpectors ... 2 

7. Health assistants .... 2 

^ ,8. Fitter mistry 1 

9. l^ist-olerk ..... I 

10. Inferior 

(a) Supervisor .... 1 

(b) Other servants ... 14 


2 

4 

1 

L 

4 

4 

2 - 

2 

1 

2 

1 

14 


9. The population of a primary unit in Delhi Province will be hal£ 
of that of a similar administrative unit in other parts of the country. 
The number of medical women available in India is very limited and,, 
although it seems almost certain that the provinces will not be able? 
to appoint women doctors in the vast majority of their primary units* 
during the early stages of the development programme, it should be- 
possible for Delhi Province to secure such doctors for the relatively 
smaller number of units that will be developed here. Our recom- 
mendations regarding the duties of the two medical ofdcers and other* 
members of the staff of a primary unit in DeUii are the same a»> 
those which we made in respect of a primary unit in other provinces. 
The smaller population, the presence of a woman doctor and the 
relatively larger staff for midwifery should help to make the Delhi 
health organisation, in the early stages, more effective than those int 
other provinces in promoting health work among women and children. 
The proposed provision for medical relief for the pbpulation as a- 
whole is, it will be seen, higher in Delhi Province than that suggested 
by us for other parts of the country. The dispensary will have five* 
emergency beds here as against two in other provinces while the 80- 
bed hospital will serve a population of 60,000 as against 160,000 in the ' 
other case. 


10. The population of Delhi Province at the 1941 census was- 
approximately 918,000, of which a very large proportion was living 
in the two cities of Delhi and New Delhi. The rural population was-^* 
only about 300,000 while the two cities accounted for 615,582. Since 
1941 a large increase has taken place in this urban population as the 
result of developments arising out of the War. Assuming that ai- 
certain proportion of this increase will remain even after the. War, the* 
estimate is made that the inhabitants of Delhi and New Delhi will^ 
together be at least 800,000 during the first five years of our health 
development programme, if it starts function.ng some time in 1946. 

,11. The rural population of 300,000 should be divided into 15- 
primary units, which will constitute a single secondary unit, at the?* 
headquarters of which there will be a secondary health centre. 
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12. For the purposes of our scheme we suggest that Delhi aiid 
I New Delhi cities and the Civil Lines may be taken as a single urban 
?unit. In this area, in view of the high density of population, parti- 
^cujarly in Delhi City, the average number of people included in a 
i^pnmary unit m^y suitably be 40,000, although certain parts of Neii? 
Delhi and of Civil Lines, with their wider dispersal of inhabitants^ 
may require a reduction of the number to 25,000 or 30,000. A 
«iS6Condary health imit will be required in the urban area for the super- 

yision of the activities of these urban primary units. Co-ordination 
►of the functions of the rural and urban secondary health units will be 
■the responsibility of the Director of Health Services. 

THE ADMINISTRATIVE MACHINERY 

13. A single health autjfiority for Delhi Province , — ^The area of 
.Delhi Province is 574 square miles. The average area of the 
'districts in the eleven Governors* Provinces ranges from about 2,200 

to slightly over 6,000 square miles. Delhi’s population of about 
*918,000 at the 1941 census is much less than the average population 
of individual districts in a number of provinces. In Chapter XVII 
of this volume of the report, where we have dealt with the question 
of District Plealth Boards, we have drawn attention to the desirability 
«of treating, as far as possible, each district as one unit for health 
; adnunistration and have pointed out that, in our view, the tendency 
rehould be for local administration in different fields, such as health, 
^ education and communications, to operate over a sufficiently wide 
.-area to provide adequate service to the people. We strongly recom- 
.mend that a single authority should be established for health 
.administration in Delhi Province as a whole. It may be designated 
‘the Delhi Provincial Health Board. 

14. A special feature of this province is, however, that about two- 
' thirds of its population lives in the two cities of Delhi and New Delhi, 
the respective populations of which were, at the 1941 census, about 
: £20,000 and 94,000. The population of Delhi City is far in excels of 
:3MX),000 while it may well be that the population of New Delhi i« 
now also not far from this figure. Although we have recommended 
that municipalities of this size may be permitted to develop their 
own health organisations on the lines indicated in this report, provided 
.the desired level of efficiency is maintained, we feel that, in Delhi 
Province, the purpose of creating a demonstration centre will be 
.tietter served by merging these local bodies into a province-wide 
health authority than by permitting them to maintain their separate 
health services, with whatever safeguards Government may impose 
for promoting their efficiency. In coming to this conclusion we have 
heen influenced by the fact that the existence of one rural and two 
•urban health authorities functioning independently in a province lih® 
Delhi, with its small area and highly concentrated urban populatioi^ 
must militate against the development of an efficient and integratea 
•health service and must render difficult the formulation and execution 
Kof a unified health policy for the area as a whole. 

16 . The structure and functions of the Provincial Health Board. 
In the creation <xE the Delhi Province Health Board, two 
that we put forward in connection with the establishment of 
Health Boards may be followed. These are that all the x* 

2irities in the area should find representation on the Board and tna , 
iin addition, there should be provision for a number of representati 
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elected directly by the people. The Chief CommisBioner of the* 
Province should, in the initial stage, be its Chairman, though later, 
the Chairman should be elected. The Director of HealJih Services* 
should be a member. In the absence of local knowledge we must* 
leave the working out of details regarding the composition of the* 
Board to the authorities concerned. 

16. In our proposals for District Health Boards in the provinces 
we recognised the need for the concurrent acceptance of two principles. 
Local opinion should have the right, through the Board, of giving; 
adequate expression to local needs and local grievances as well as of 
distributing the money available for health administration, which 
will be derived partly from local taxation and partly from Govern- 
ment grants. The Board must therefore have a large measure ot 
autonomy within its own area. Nevertheless, the exercise of this^ 
autonomy should not result in a material departure from the general 
health policy laid down by the Provincial Ministry of Health or in^ 
any serious neglect of the Board’s functions to the detriment of 
local health administration. Provision for these contingencies has-’ 
been suggested by two recommendations that we have made, namely,. 
(1) that the Provincial Minister should have the power to ensure 
compliance, by the Board, with the general health policy laid down i 
by him and (2) that certain legal provisions that exist in the Province- 
of Madras for enabling the chief administrative officer of the Public * 
Health Department to recommend specific action by local health* 
authorities in particular directions for the improvement of the public 
health and to enforce the carrying out of such recommendations, 
subject to the concurrence of the Provincial Government, should be** 
made applicable to all the areas under our scheme. 

17. The acceptance of this dual principle of encouraging the^ 
growth of local responsibility in health administration and of 
ensuring, at the same time, the maintenance of a reasonable level 
of efficiency appears to us to be essential to the success of the compre- 
hensive programme of health development we have advocated. 
We therefore desire to see these recommendations of ours applied in 
Delhi Province also. Local public opinion will be able to influence- 
health policy through the Provincial Health Board while the 
administrative control that the Central Government has over Delhi 
Province as a centrally administered area will enable the Central 
Health Minister to ensure that Delhi health administration does not- 
depart from the policy laid down by him and to enforce desirable 
standards of efficiency. We understand that, under the provisions 
of the Delhi Laws Act, the conferment on Delhi Administration of ' 
the powers existing under any enactment in force in any part of 
British India is permissible. The application in Delhi Province of 
the provisions in Madras, to which we have referred, should therefore 
present no difficulty. 

18. Provincialiaation of the health services . — ^We have recom- 
juended the provincialisation of the entire district health organisa- 
j-ion under our scheme in the provinces, with the exception of the 
health services maintained by certain large municipalities wdth a 
population of 200.000 or over. We considered this essential in the 
interests of uniformity throughout the province in respect of Hie 
fnethods of recruitment and conditions of service of the different 
eategories of health personnel, which it would be impossible to attain 

individual District Health Boards were permitted to recruit and" 
^amtain their own services. We also considered the question as to* 
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whether it was necessary to provincialise the entire staff under each 
District Health Board or only the more important posts and came to 
:^e conclusion that the whole staff should be provincialised because 
we felt that two sections of the same health organisation, with ulti- 
^ mate responsibility for disciplinary control under separate autho- 
. rities, would not function efficiently and harmoniously. In applying 
these ideas to the Delhi health organisation we must remember that 
there will be only one health authority in the province as a Whole. 
Our requirements regarding uniformity of conditions of recruitment 
-.^nd of service will, therefore, be met by making the entire staff 
servants of the Provincial Health Board. 'Even so, it seems neces- 
sary that, in view of ensuring that the Delhi experiment becomes a 
success, a certain number of the higher posts* such as those of the 
Director of Health Services and his chief assistants at the provincial 
headquarters should be filled, at least during the short-term pro- 
gramme, by persons of approved ability in the technical and adminis- 
trative spheres, who will be seconded from the Central Health 
• Services or from one of the Provincial Health Services. 
In view of the developments that will take place during 
this period, it will be for decision at the end of that period whether 
the same system should continue or whether the Provincial Health 
Board should be entrusted with the task of recruiting suitable candi- 
dates for these higher posts. It must be remembered that, by that 
time, a certain number of men from the lower grades of the service 
may have qualified, by virtue of their administrative experience and 
special training, for some of these important posts and that, in the 
circumstances, the need for importing men from the Central or 
Provincial health services may have disappeared. 

19. The organisation at the provincial headquarters, — The 

administrative organisation at the provincial headquarters will be 

* based generally on our recommendations for other provinces although, 
in view of the small sij^e of Delhi, we are of the opinion that the full 
strength of Deputy and Assistant Directors of Health recommended 
for the larger provinces will not be required here. The fact that the 
Director-General of Health Services and the technical members of 
Ws staff have their headquarters in Delhi and may therefore be 
expected to take a prominent part in the development of the health 
programme is another reason against employing in Delhi the full 
strength of the directional staff recommended for the provinces. 

20. We have purposely refrained from going into the details of the 
health services the Province will require. Obviously such details can 
be worked out only through a special investigation which takes into 
account existing facilities in different parts of the province and relate^ 
them to what the requirements should be in the light of the broad 
principles which should govern the development of the proposed 
organisation. 

21. The creation of a Provincial Health Council for Delhi, wifh 

its structure and functions similar to those of corresponding 
elsewhere, will also be necessarv in order to enable the h®^ , 
administration to keen itself informed of the views of f 

allied professions in all technical matters relating to the develop 
and maintenance of the health services. 

22. We have specially stressed that the new services which 
established in the provinces under our scheme should supplemen 
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jiot supplant the existing organisations for affording health protection 

the people. This remark applies ip Delhi Province also. 

28. The financing of the health organisation. — ke regards the 
financing of the Delhi health organisation our recommendation is 
that the contributions from the existing local bodies, which will be 
merged in the Provincial Health Board, should be the same as those 
which we put" forward in connection with the district health scheme 
for other provinces, namely, 30 per cent, of their income from all 
sources other, than Government grants in respect of municipalities and 
12 J per cent, in the case of rural health authorities. The additional 
money that will be required for the scheme should be found by {he 
Central Government. 

24. Review at the end of seven years. — ^The scheme proposed by 
UB| if given effect to, should he subjected to review after seven years 
-to enable stock to be taken of what has been achieved and modifica- 
tions made, where necessary. 

25. Development of communications . — ^In Delhi Province although 
communications may have been developed to a larger extent than in 
many other parts of the country, we desire to stress the importance 
of still further improvement in this direction in order to ensure that 
the health services we sre recommending may confer the maximum, 
possible benefit on the people. 
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DBUGS AND MEDICAL REQUISITES 

1. We shall deal with this subject under two heads: (a) supplies 
and (b) control. 

Supplies 

2. In the forefront of our programme for the improvement ol 
medical relief and for the prevention of disease, we have placed the 
provision of adequately trained doctors and the ancillary personnel 
without whose help a doctor's effectiveness must be substantially 
pircumscribed. Second in importance only to the provision of such, 
staff must come the supply of the therapeutic substances and 
medical appliances without which doctors and public health workers* 
generally may be reduced to a state of virtual impotency in the prac- 
tical exercise of their profession. We have had evidence to show how 
grave has been the lack in this country of these essentials for the 
public health worker and the dispenser of medical aid. At some dis- 
pensaries even drugs and appliances, which should be in almost 
daily use, are often not to be had at all or only in such limited quan- 
tities as to paralyse the administration of effective medical aid. In 
many oases, even when they are available, the cost is so high as to* 
prohibit or at least gravely to restrict the use of what may be an 
essential medical requisite. An instance has been given us of a drug 
manufactured in this country being offered at an unconscionable 
price because a single firm had managed to secure the monopoly 
of its supply. The operations of the International Kina Bureau 
offer, in our view, a flagrant object lesson in the cynical triumph 
of commercial principles over the needs of suffering humanity. We 
are told, for instance, that in the year 1935-36, the actual cost of 
producing quinine in Bengal from home grown bark was about Rs. 6^ 
a poimd. The Government selling price of this article was then 
Es. 18 and the market rate Es. 22 a pound. This market rate was 
largely decided by the Kina Bureau which controlled about 95 per 
cent of the world’s supply of quinine. So far as the general public 
of this country is concerned, it is to a material extent being denied 
the use df some of the more effective and most needed drugs either 
because of the price at which they are made available or because of 
the limited quantities in which they are procurable. Even the 
cheaper and commoner drugs which are needed in daily dispensary 
practice are frequently not to be had as and when needed. We feel 
that this state of things calls for immediate attention and remedy. 

3. Until the advent of the war, there was no organised attempt 
to see that the requirements of the country in this regard were 
adequately met. The Government Medical Stores served a useful 
though limited purpose and the initiative of a few private firms helped 
to lay the foundation of an indigenous drugs manufacturing industry 
though it was on an extremely modest scale. For the most part, 
however, the foreign manufacturer had a wide market in the 
country for his products and the middleman a lucrative field for his 
operations. Not being normally philanthropists, their prices were 
regulated by business considerations and by the desire to obtain the 
highest possible mfirgin of profit Those who could not pay, anct 
they comprised the large bulk of the population, had just to 
withoul. 
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4. Nor can the indigenous profiteer be absolved from the charge of 
criminal exploitation. The seas around our shores have opened up 
the prospect of our being able to obtain all our requirements of shark 
liver oil with its very high vitamin content. We are, however, in- 
formed that a good deal of what is offered on the Indian market as 
shark liver oil today, under conditions where control is lacking, is 
adulterated in some cases so grossly as to result in a denial of the 
full benefits to this country of great natural advantages. 

5. War conditions brought about a dramatic change in certain res- 
pects in the medical drugs and requisites position of the country. 
The needs of the Army forced the abandonment of the old attitude 
of helpless dependence on outside sources of supply, which were in a 
position to dictate their own. terms and which were liable to stop- 
page at any moment. Possibilities of local manufacture had perforce 
to be more fully explored and this was done with remarkable sucress 
in many cases. Careful investigation provided efficient substitutes 
for some imported drugs and medical requisites, very often at a much 
lower cost, while the possibilities of local manufacture were hi many 
case’s established beyond a doubt. The prejudice agairft Indian 
made drugs came to be slowly reduced through the compelling force 
of events. Certain requisites had either to be manufactured in the 
country or be done without. This stimulus proved effective and in 
the case of a few medical requisites a deficit was ev'^n turned into 
a surplus position. 


6. We should here also like to emphasize the success which has 
attended the policy of associating non-medical scientific men with 
the organisation and development of the drugs industry in this coun- 
try and to express the hope that this policy will be continued in the 
future, 

7. Some idea of the change that has been brought about by the 
stress of circumstances during the past 3 or 4 years can be obtained 
from the following illustrations* — 


Name of Drug 

(1) Amyl nitrite 

(2) Argenti Nitras 


Annuel peace time 
consumption in 
India (estimated) 

, 140,000 caps. 

6,000 lbs. 


Estimated Indian 
production 
1945 

2,000,000 caps 
10,000 lbs. 


We do not by any means msh to suggest that the position is now 
entirely satisfactory. We do, however, wish to point out that the 
story of what has been accomplished in this war, though it is no 
iiiore than a beginning, is a convincing proof that, given the will, orga- 
iiised effort can, with ^ne help of the scientific assistance which it 
Is possible to commarid, make this country almost, if not entirely, 
self-sufficient in the matter of drugs and medical requisites. It 
would be little shoTt of a national calamity if even the position now 
attained after 5 rears of war were allowed to be lost when the urge 
to maintain and improve it has ceased to operate or if other consi- 
derations were permitted to intervene and stifle a young industry 
the greatest national importance to the country. The administra- 
tion should be chargeable with gross negligence if the position now 
attained were not made the starting point for building up an indi- 
R^ooiis source of supply, which will be able to meet the overwhelming 
^olk of the country’s demand for medical requisites. 

,449 



chapter xxu 


8, We have asked ourselves the question what are the objec^ons 
and difficulties in the way of the country being made self-sufficient 
in this sphere. We detoil below the considerations of major im- 
portance which appear to us to call for examination in this connec- 
tion. 

(1) It may be urged that among our requirements are some 
which it would not be an economic proposition from the point of 
view of cost to produce in the country. 

(2) ^ It may be contended that either the raw material or the basic 
requisites for manufacture in India are at present lacking in cer- 
tain cases. 

(3) Certain drugs and appliances are of so highly specialised k 

character that it inay take . a very long time to produce these in 
India of a comparable quality. f 

(4) Certain medical requisites are covered by patents and it may 
therefore not be possible to overcome the monopoly position occupied 

• by them. 

9. So far as (1) is concerned, we can only say that a careful balance 
will have to be struck between the claims of a nation’s health and 
economic considerations. India should be gravely unmindful of the 
teaching of history if she risked once more the interruption or limi- 
tation of essential medical supplies to the country through human 
greed or world causes over which she had no control, because she was 
unwilling to pay a reasonable premium to insure against such a 
calamity. Whether in a particular case the insurance is reasonable 
or not would of course need to be carefully calculated. We ourselves 
believe that the cases in which it would be found to be more advis- 
able to obtain supplies from aboard on this ground would be rare 
exception's to the general rule that the medical requirements of the 
country should be produced in the country. 

•10. In considering cases falling under (2), it has impressed itself 
upon us that there has been a tendency too easily , to accept any 
suggestion that this country cannot meet a particular requirement 
from its own resources. The case of pyrethrum affords a, striking 
illustration of this. The legend had grown up and it had been 
generally accepted that pyrethrum could only be grown as a commer- 
cial propbsition in Kenya and Japan. This may have been founded 
on an honest belief or it . may have been sedulously fostered in order 
to support a gilt-edged monopoly. When war time needs force a 
more rational method of dealing with such monopolies, however, it 
did not take long to liquidate this misconception. Not only has 
experience shown that it is possible to grow pyrethrum of high 
quality in Kashmir, Assam and the Nilgiris but more extensive ex- 
periments have suggested that pyrethrum, with a sufficiently high 
pyrethrin content to make its production a commercial proposition, 
might be grown under such diversely varying conditions as those 
prevailing in Mysore, the Central Provinces, the Orissa States and 
Chittagong. feel that, given a genuine desire to explore and 

exploit to the’ utmost the resources of the country, the hst of medi- 
cal requisites which cannot be produced in India will shrink to 
extremely limited proportions. Where the basic requisites of re- 
duction are not being or capnot at present be manufactured ® 

country, there should be a serious examination of the possibihtie 
of such manufacture. 
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11. We have been told that such synthetic products for instance as 
jnepacrine, D.D.T. and the sulphanamide group require basic essentials 
^hich are the product of a heavy chemical industry at present non- 
existent in this country. If this is so, then an additional argument 
is provided for giving adequate aid and encouragement to bring an 
In^n heavy chemical industry into being. Such an industry we 
consider fundamental to meet the needs of the country. 

12. If it seems impossible to produce these chemicals at a reason- 
ably early date in India, then we suggest that agreements with 
producing countries should be made wWeby India would be able to 
get her immediate requirements in exchange for her specialities. 

18. Turning to the cases which fall under (3), we recognise that it 
may i*equire a heavy expenditure of time, money and effort to equal 
or even approach the level of workmanship and quality which some 
countries have attained in the production of certain highly specialised 
piedioal. equipment. A Leitz microscope for instance is in a class 
by Itself and it may be long before its quality can be equalled by its 
competitors. Nevertheless we believe that, through a determined 
effort, the range of products which are at present supplied from out- 
side the country can be very materially reduced and that, even if 
in some cases it may not be possible for a considerable time to 
equal the quality of an imported article, it may be possible to^pro 
duce a fair working substitute for general use. It is only in this 
way that a body of scientific experience and of skilled craftsmen can be 
built up to help the country to become eventually self-sufficient 
in respect of its essential requirements in this particular field. So 
far as drugs are concerned, we are confident that provided adequate 
provision is made for research, and if appropriate aid and encourage- 
ment are given to private enterprise, no fear need be apprehended 
that the qiialitv of the Indian produced article will not come up to 
the standard which mav be laid down for its quality under statutory 
enactments, as indeed has been found during the last emergency 
when, given the equipment, India was able to produce drugs of a very 
high and exacting standard. 

14. We would suggest that universities should be encouraged io 
undertake research with a view to the production, in this country, of 
Jnigs which India has now to import and the discovery of new or 
improved drugs. 

15. We realise that the patents referred to in (4) constitute a diffi- 
3ulty. Our general view is that normally such patents tend to 
>perate so far as the price factor in relation to the general public 
s concerned in the manner of all monopolies and are therefore 
rrima facie to be deprecated if the people's health is our first consi- 
leration. In the case therefore of medical requisites covered by 
oatent, whose availability at reasonable prices is considered essential 
or the health needs of the people, every endeavour should be made 
<0 produce in the country cheaper substitutes which can be manu- 
Bctured for general use. To give an example, certain products in- 
jorporating Kurchi have been found to be an efficient substitute for 
Emetine products in the treatment of amoebic dysentry and the plan? 
B to be found in all parts of the country. ShouM, however, such 
endeavours prove infi^ctuous, an attempt shoula be made by 
Government to secure the patent rights of the article for the country 
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to ensure its sale and possibly its manufacture in the country at 
reasonable prices. 

16. We have a recommendation to make in this connection. The 
first is that a small committee, mainly but not entirely technical 
in composition, should be appointed to examine the question of the- 
requirements of the country in respect of drugs and other medical 
requisites. The following are • some of the more important matters 
which they should investigate: — 

(a) What are the drugs and other medical requisites essential for 
general use in the country? 

(b) What practical steps should be taken to ensure their manu- 
facture in the country in sufficient quantities and their sale at a 
price which will make them available to all who need them? 

(c) What are the circumstances which would justify the conclu- 
sion that the manufacture of any of these in the country is inad- 
visable ? 

(d) What should be the respective fields of Government and of 
private enterprise in the manufacture of these requirements? 

(e) What aid and assistance should be given to private agenciea 
in such cases and under what conditions? 

(f) What machinery should be established to develop research re- 
garding drugs and other medical requisites and their production in 
India and to ensure the continuity and co-ordination of such research? 

(g) What machinery should be set up to ensure a steady flow of 
trained technical personnel? 

While we have suggested the examination of these questions by 
a special ad hoc body, there are certain general conclusions which 
we feel we should record. 

17. The final responsibility should, in our view, rest with the Gov- 
ernment for seeing that the essential needs of the country in respect 
of all important medical requisites are met and this responsibility 
should be interpreted as covering the necessity for ensuring that 
these requirements are met satisfactorily in regard to quantity, 
quality and price. 

18. We believe that it should be possible adequately to provide for 
these essential needs through a combination of private enterprise 
suitably Assisted where necessary, and production by the State where 
this is found to be in the public interest.* We feel for instance that 
Governments should themselves produce the biological products wh«ch 
are necessary for the prevention and treatment of epidemic diseases. 
It is not in the public interest that Governments should he at the 
mercy of jMivate agencies in regard to the supply of such requirements 
which may be needed at very short notice, in large quantities, of a 
high standard of quality and at reasonable prices. We are therefore 
of the view that Governments should themselves undertake the pro- 
duction and storage of such prophylactic sera and vaccines as are re- 
quired for use in the case of cholera, plague, smallpox, etc., to meet 
their own estimated requirements for use through their own staff 

* In the opinion of one of our ooUeagnee (Mr. N.'M. Joshi) the produotioa 
and dfstributicAi of drags and their m^ioal requisites should be undertaken 
by ihe State and not be left to private enterprise. 
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and at their own institutions or at institutions under the control of 
local authorities and of missionary or other recognised charitable orga- 
nisations imparting medical relief. Those Provincial Governments 
which do not want to imdertake this responsibility, may find it pos- 
sible to make arrangements with the Central Government for the 
supply of their requirements from the Central Laboratory or may 
combine with other Provincial Governments to establish common cen- 
tres of production. These should not, however, be made a source of 
profit. If Governments wish to rely to a limited extent on private 
enterprise to supplement the supply of such prophylactic biological 
products from their own laboratories, there can be no objection to 
such a course but we consider that their main reliance should be on 
their own production or on the production of other governmental 
sources with which they have entered into an agreement for the 
supply of their requirements. This we believe is in accordance with 
the practice prevailing in Australia, and even in U.S.A. we under- 
stand that a number of States manufacture all the biological pro- 
ducts they need. The Governments in India, Central and Provin- 
cial, should be charged with the duty of watching progress and 
taking such measures as may, from time to time, be necessary tor fur- 
ther the growth and development of the drugs and medical appli- 
ances industry in the country. 

control 

19. The importance of maintaining adequate standards of purity 
and potency in the drugs and medicines used in connection with the 
prevention and treatment of disease can hardly be over-emphasized. 
This country has suffered much in the past from the lack of organised 
control and supervision over therapeutic substances and medical 
appliances. The unscrupulous have reaped a rich harvest at the 
cost of a long suffering public. There have, it is true, emerged 
a number of reputable indigenous firms which have done much, under 
extremely difficult circumstances and in the face of severe handicaps, 
to initiate the beginnings of a sound and reliable drugs and medical 
appliances industry in the country. The need for supervision and 
control has, however, grown more insistent with the ever- widening 
range of medical substances and appliances that the march of science 
is from time to time bringing into existence and general use. 

20. Even in a country like the United States, where private as 
opposed to state manufacture is so generally accepted as a national 
industrial policy, all commercial concerns manufacturing drugs or 
biological products miist obtain a license t<r do so from the State con- 
cerned if the products are for use only within the State, and from the^ 
Federal Public Health Service if these are to be permitted entry into 
inter-State commerce. The grant of such a license is preceded by an 
■examination of the proposed plan of manufacture and of the qualifi- 
cations of the personnel employed as well as by an inspection of the 
plant. Samples of the products are also taken periodically for tests 
in regard to purity, potency, expiration date and other criteria, in 
erder to ensure that the standards laid down are being observed. 

21. Similarly, in the United Kinerdom, biological products can only 
be manufactured under a license which is granted after careful exami- 
nation and 'enquiry and is liable to cancellation at any time if the 
quality of the product or the conditions of its manufacture are found 
fio be unsatisfactory. 
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28- In India, except for provincial enactments in two Provinces,, 
which contain provisions in respect of the adulteration of drugs, no 
statutory powers of supervision or control existed till recently in regard 
to the manufacture, sale, quality and distribution of drugs. In prac- 
tice it may be said that these matters were subject to no 
regulation or supervision. The Drugs Act of 1940 passed by the 
Central Legislature now provides* for the regulation of the import 
into andHhe manufacture, distribution and sale, in British India, of 
drugs. We imderstand that certain statutory Rules under the Act 
will be brought into force at an early date by the Government of 
India. We have referred to this enactment in our Review and need 
do no more than record our opinion that its provisions should be 
brought into operation throughout the country and rigidly enforced 
with the least practicable delay. 

23. We understand that India has an appreciable- trade in drugs- 
with some of the neighbouring countries and that this trade is likely to 
grow. We would urge that adequate measures should be taken to 
ensure that the drugs which are exported are of the requisite quality 
and that the fair name of India does not suffer by drugs of doubtful 
value being sent abroad, while a vigorous control is exercised over 
their supply for internal consumption. 


CHAPTER XXIII 

INDiaSNOUS SYSTEMS OE MEDIODfE 

. 1. In considering the question of the place which the indigenous 
systems of medical treatment should occupy in any planned organi- 
sation of medical relief and public health in the country, wo are 
faced with certain difficulties. We realise , the hold that these 
systems exercise not merely over the illiterate masses but over 
considerable sections of the intelligentia. We have also to recog- 
nise that treatment by practitioners of these systems is said to bo 
cheap, and it is claimed tnat the empirical knowledge, that has been 
accumulated over centuries, has resulted in a fund of experience ol 
the properties and medicinal use of minerals, herbs and plants which 
is of some value. Further, the undoubted part that these systems have 
played in the long distant past in influencing the development of 
medicine and surgery in other countries of the world has naturally 
engendered a feeling of patriotic pride in the place they will always 
occupy in any world history of the rise and development of medicine. 
This feeling has not been without its effect on the value which is 
attached by some to the practice of these systems. 

2. We are unfortunately not in a position to assess the real value 
of these systems of medical treatment as practised today as we have 
been unable, with the time and opportunities at our disposal, to 
conduct such an investigation into this problem as would justify 
clear-cut recommendations. We do not, therefore, propose to venture 
into any discussion in regard to the place of these systems in organised 
State medical relief in this country. We do, however, say quitq 
definitely that there are certain aspects of health protection which, in 
our opinion, can be secured wholly or at any rate largely, only through 
the scientific system of medicine. Thus public health or preventive 
medicine, which must play an essential part in the future of medical 
organisation, is not within the purview of the indigenous systems of 
medical treatment as they ob^in at present. This in no way reflects 
upon these systems. It has, however, to be recognised that great 
improvements have taken place in the field of public health as the 
result of the many discoveries of science which are and can be 
implemented only through the scientific system of medicine and 
through personnel trained* in such a system. It is also to be 
recognised frankly that the indigenous systems of medical treatment 
do not at present deal with such vital aspects of medicine as 
obstetrics, gynaecology, advanced smgery and some of the speciali- 
ties. Above all it is necessary that we should keep prominently 
before our eyes the intimate relation between science and the 
advancement of medicine. No system of medical treatment, which 
is static in conception and practice and does not keep pace with 
the discoveries and researches of scientific workers the world over, 
can hope to give the best available ministration to those who seek 
its aid. 

3. A recent article in the Indian Medical Gazette draws attention 
to this connection so vividly that we feel a quotation from it will 

instructive: — 

“The science of medicine" it says “is a very anqient one 
It progressed slowly throughout the earlier. . ages of 
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history-^such slow advance^ as there was, being arrested 
from time to time by religious prejudice or by undue 

reverence for alleged authority 

It was notr until the middle of the 19th century that 
medical science became firmly established on a secure 
foundation. The invention of the compound micro- 
scope, the rapid development of Organic Chemistry and, 
latterly of Bio-Chemistry and Bio-Physics have led to 
such an advance that we can say with truth that 
95 per cent, of the total corpus of knowledge with 
regard to the working of the human body has been 

obtained within the life time of men who are still with 

»• 


“It may surprise some to know that nearly all advances 
in tlie science of medicine now come from men who 
have nothing to do with medical practice or with the 
care of the sick but who have a special knowledge of 
and training in the fundamental sciences of Physics, 
Chemistry and Physiology 

Science is one and undi visible. No advance is possible 
with one sub-division of knowledge without its reflec- 
tion in all other sub-divisions, and rejoicing over a 
discovery is not to be confined to the members of the 
particular scientific band immediately concerned.*' 

The article goes on to point out that it is the lack of appreciation 
of these elementary facts that is at the root of our trouble in getting 
scientific medicine placed in its proper perspective. 

4. We feel that we need no justification in confining our proposals 
to the country-wide extension of a system* of medicine which, in our 
view, must be regarded neither as Eastern nor Western but as a 
COITUS of scientific knowledge and practice belonging to the whole 
world and to which every country has made its contributiotl. We 
feel that it would be unfair and unjust merely because some other 
method of treatment is said to be cheaper, to deny to any one in this 
country the benefit of the scientific system and of the daily growing 
volume of research and achievement in the wide world of science. 

6. We have been informed that in China and Japan, a moratorium 
extending to a definite period of years was declared after which the 
practice of the indigenous systems in those countries would not be 
recognised. We were further told by I>r. Ognev, the Soviet Eepre- 
sentative, that indigenous systems’ of medical treatment were no- 
where recognised in the Soviet Union. This, however, is a subject 
on which we are unable to make any recommendations so far as this 
country is concerned. We feel that it should be left to the Provincial 
Oovemments to decide what part, if any, should be played by the 
indigenous systems in the organisation of Public Health and Medical 
Belief. It is for them to consider, after such investigation as may b® 
found necessary, under what conditions the practice of these systems 
should be permitted and whether it is necessary, either during some 
interim period or as a permanent measure, to utilise them in their 
schemes of medical relief. 
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What we have said in regard to the indigenous systems applies 
generally to Homeopathy also.* 

We have recommended the establishment of a Chair of History 
of Medicine in the proposed All-India Medical Institute and have 
suggested that one of its functions should be the study of these 
systems in view of the importance of investigating the extent to 
which they can contribute to the sum total of medical knowledge. 

• Three of our roUearniee (Bra. Butt» Kaiwyan Rao and Vighwa Kath) desire 
to make a definite recommendation suggesting the f ee utilisation of the services 
of persons trained in the indigenous systems for promoting public health and 
medical relief in India. Their note will be found at the end of the next chapter. 




CHAPTEK XXIV 

BEOULATION 07 THE PR07ESS|0XfS EESFONSIHLE FOB 
HEALTH SERVICES TO THE OOMMUNITT 

A. Regulation of the Jledical Proleasioh 

1. In India the treatment of sick persons is practised by two 
classes of individuals, those who possess registrable qualifications in 
modern scientific medicine and those who do not. It is part of the 
democratic conception that the individual citizen has the absolute 
right to take his ailments for treatment to anybody he chooses, but 
it is also part of the individual citizen’s jight that he should have 
an exact comprehension of the pretentions to competence of the 
individual he employes. Practitioners of the scientific system of 
medicine are, the world over, subject to more or less rigid regula- 
tion, the degree of such regulation and the authority from which it 
is derived varying with different countries. 

2. In the United Kingdom this function is vested in the General 
Medical Council of Medical Education and Eegistration of the 
United Kingdom which was established by the Medical Act of 
1858. By the Medical Act of 1886 this body has been vested with 
the duty of securing the maintenance of such standards of proficiency 
from candidates at the qualifying examinations for entry into the 
Medical Register as would guarantee “the possession of the know- 
ledge and skill requisite for the efficient practice of medicine, 
surgery and midwifery.” For this purpose the General Medical 
Council was empowered to appoint Inspectors of Examinations to 
attend all or any of the qualifying examinations and “to report to 
the General Council their opinion as to the sufficiency or insuffi- 
ciency of every examination which they . attend and any other 
matters in relation to such examination which the General Council 
may require then! to report”. 

3. In India the Indian Medical Council was established by the 
Medical Council Act of 1933, but its functions differ materially from 
those of the General Medical Council in the United Kingdom. It 
has not been authorised by law to maintain an All-India Medical 
Register. Moreover, the basic qualifications for medical registration 
are those of medical licentiates; a body of practitioners who are the 
concern of the Provincial Medical Councils. The maintenance of 
Medical Registers and the supervision of the basic qualifications 
required for entry into them are, at present, responsibilities entrus- 
ted to Provincial Medical Councils and Faculties. The supervision 
of the Indian Medical Council is, as yet, restricted to certain medical 
qualifications which are granted by Indian Universities and which 
are incorporated in the First Schedule of the Indian Medical Council 
Act. 

* 4. We consider this position unsatisfactory. We are recom- 
mending that, for the future, there should only be one basic medical 
qualification for entry into the profession throughout India and that 
the portal of entry should be a University degree. The production 
of the licentiate type of doctor will cease after some time if these 
recommendations of ours are implemented by the Governments 
India and the difficulty which was responsible for the dropping of 
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the proposal for an All-India Medical Begister In 1933, namely, the 
co-existence of the graduate and licentiate types of medical men, 
will also disappear in due course. In ‘these circumstances we re- 
commend that the Medical Council • of India should be empowered 
to maintain an All-India Begister when the training of licentiates 
ceases throughout the country. One of us (Dr. Vishwanath) con- 
siders that, in such a register, all the existing graduates and licen- 
tiates should be eligible for inclusion. With the creation of the 
All-India Medical Begister the functions of the Medical Council of 
India would approximate closely to those of the General Council of 
Medical Education and Begistration of the United Kingdom in the 
definition and maintenance of minimum standards of efficiency for 
medical education, while the disciplinary functions of the latter body 
should, we suggest, remain as at present with the provincial councils.* 

6. We, however, consider it desiraLIc that provision should be 
made for the right of appeal in disciplinary cases to the Medical 
Council of India. In the United Kingdom, in certain circumstances, 
the right of appeal from disciplinary decisions by the General 
Medical Council lies to the l^rivy Council. We recommend that, in 
similar cases in India, & further right of appeal should lie to the 
Federal Court of Judicature. 

6. In the foregoing paragraphs we have considered the regulation 
of qualified or registered practitioners. We shall now consider 
the case of those falling within the remaining categories, viz., those 
not in possession of qualifications in modern scientific medicine. 

7. The need for restricting the right to prescribe drugs in the 
British Pharmacopea and to practise scientific medicine by un- 
qualified and unregistered personnel was emphasised in our discus- 
sions, and one of our members (Dr. B. A. Amesur) desired that we 
should recommend that Government should enact legislation providing 
that— — 

(i) no medical practitioner shall be entitled to affix the design- 
ation '“Doctor** before his name unless he is a register- 
ed medical praclitioner in modern scientific medicine; 

;5i) no person shall be entitled to prescribe drugs which are in 
the British Pharmacopoeia, especially injections .^nd 
poisonous preparations, unless he is a registered iriedical 
practitioner and 

(iii) those who practise the Unani or Ayurvedic system of 
medicine may style themselves as “Hakims** or 
“Vaidyas** as the case may be. 

8. We are agreed that the public is entitled to know the exact 
credentials of the persons oh whom they call for advice and treat- 
ment of disease and to protection against fraudulent imposition, and 
that it should be impossible for any such person to use a style or 
appellation suggesting the possession of qualifications other than those 
actually -held by him^ It must, however, be remembered that by 
long- establieihed practice the use of the title “Doctor**, which in 

* Two of our colleagues (Dr. Vishws Nath and Dr. A. H. Butt) are not ixk 

aneement with the recommen'^^ations set out above. They state “ .In our opinion 
the l^inotions as at present exercised by the Provincial Medical Councils and' tho 
All-India Medical Council are properly discharged and there is no need for any 
change 
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fitrict accuracy should be restricted to the holder of a degree of 
Doctor of Medicine, has come to imply in the minds of the public 
any qualified practitioner of modem scientific medicine. Further, 
the title “Doctor** is assumed with complete propriety by any person 
who holds the Doctor*s Degree of a Faculty of a University, and 
although the term has come usually to imply in the mind of the 
public that the holder is a medical practitioner, the title is legiti- 
mately used by many among whom are included eminent scientists, 
legal practitioners and divines. While, therefore, we feel that there 
is much justification for the principle underlying our colleague *8 
first recommendation, we are unable to make the recommendation to 

■Government in the exact terms proposed by him. 

• 

9. We consider, however, that legislation restricting the activi- 
ties of persons not qualified in modern scientific medicine is desir- 
able and overdue, and we recommend to the Government the pro- 
priety of the enactment of such legislation which, we suggest, 
should provide that no person shall be entitled to use the style or 
appellation of “Doctor** other than those who (a) hold the Doctor's, 
degree of a Faculty of a University recognised by the State, or (b) 
are practitioners qualified to practise modern scientific medicine. 

10. With regard to our colleague's second recommendation, 
we agree that the laxity with which unqualified persons pres- 
cribe or recommend drugs constitutes a nuisance which often 
amounts to imposition upon the public, but the imposition is one 
for which the public largely have themselves to thank. So long as 
the drug recommended or prescribed is innocuous restrictive legisla 
tion seems hardly justified. Rule 65(9) of the Drugs R\iles, 194&, 
under the Drugs Act, 1940, provides that a number of poispiis, which 
are included in Schedule H of these Rules, shall not be sold in retail 
except on and in accordance with a prescription of a registered medical 
practitioner. But Schedule H does not contain all the poisons en^une- 
rated in Schedule E of the same rules. We consider that, if Schedule 
FI can also be included within the operation of Rule 65(9), our 
colleague's recommendation would be met adequately and that any 
further restrictive legislation is of doubtful advisability and practicabi- 
lity. The remedy for the abuses which undoubtedly exist seems to 
us to lie rather in the more rigid application of existing legislation 
than in the enactment of new. 

11. We turn now to our colleague's third recommendation. 
We have indicated clearly our support to the principle that 
the public is entitled to know the full credentials of any person who 
is employed in a healing capacity, and we have indicated elsewhere 
that we do not feel competent to make any recommendations regard- 
ing the organisation and regulation of indigenous systems of medicine. 
Should such recommendations be desired by Government we con- 
sider that they should be made bv the leading authorities of the 
systems concerned. We therefore confine ourselves to the suggestion 
that Provincial Governments, if they decide to recognise these 
systems, might, with profit, follow the example of the Government 
of Bombay and enact legislation by which all persons practising any 
form of the healing art are compelled to secure registration in a 
schedule or schedules appropriate to the system in vogue and their 
qualifications in such system. 
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12. We would also point out that the terms “ Hakims'' and 
vVaids” ar« honourable titles of considerable antiquity, and it is 
by no means clear to us why persons entitled to use these honour- 
able appelations should desire to assume any other. 

13. Three of our colleagues (Drs. Butt Narayanrao and Vishwa 
Nath) desire to make a more positive recommendation than that indi- 
cated in paragraph 11 above regarding the training of practitioners in 
the indigenous systems of medicine and their utilisation for promoting 
public health and medical relief activities in the country. They state 
“We are of the opinion that the teaching of indigenous systems of 
medicine should be regulated by the State. The Bombay Medical 
Practitioners Act, 1938, represents in regard to registration, the medi- 
cal curriculum and examinations preliminary to registration, a step 
in the right direction. Practitioners trained and registered under the 
requirements of the above Act, or similar legislation, should be freely 
utilised for promoting public health and medical relief in India." 

B. Regulation of the Dental Profession 

14. The profession of dentistry is as yet almost totally unorganised 
in India and no legal provision exists for its regulation. The Bengal 
Dentists Act makes some provision for regularising dental education 
and introduces the registration of dentists, but it contains no provi- 
sion to restrict the practice of dentistry by unregistered persons nor 
does it compel registration. In the absence of suitable dental legis- 
lation to provide for dental practitioners and the prohibition of 
practice by unregistered persons dentistry as a profession can make 
little real progress. We are informed that considerable thought has 
been given to dental legislation in the Punjab and Bombay but that 
its enactment has been postponed until after the war. 

15. We recommend that legislative measures similar to those 
which we have recommended in respect of the profession of 
pharmacy be enacted for the dental profession and that Central and 
Provincial Dental Councils be created. ' The latter should be 
charged with the duty of recognising training institutions, creating 
and maintaining dental registers and with the disciplinary regula- 
tion of the profession, subject to appeal. 

16. As in the case of pharmacists provision should be made for 
the inclusion in the Provincial Registers of persons who, though not 
properly qualified, have been engaged in the practice of dentistry 
for a stated number of years. Tliereafter the door of entry to the 
profession should once and for all be closed to such persons and 
restricted to the holders of approved dental qtialifications. 

17. In the draft legislation for the constitution of the Punjab 
Provincial Dental Board it is suggested that, for the first five years, 
the Board should consist of nine members to be appointed by the 
Provincial Government, viz., 

(a^ Inspector General of Civil Hospitals 1 

(b) One DentH being a member of the Faculty of Dentistry of 

the Punjab University 1 

(o) Five Dentists holding one of the qualifications specified in the 

Schedule , . .5 

(d) One Medical Practitioner being a member of the Faculty of 

Medicine of the Punjab University ..... 1 

(e) One medical practitioner nominate in their behalf by the 

Punjab Medical Gouncil 1 
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After the 5 years during which the foundations of policy and 
administration should be laid, it is recommended that the Board 
should be remodelled on a more elective basis and should elect its 
own Chairman. The constitution then proposed is — 

(a) Two Dentists being members of the Faculty of ' Dentistry of 

the Punjab University 2 

(b) Two Dentists elected by the Northern India. Dental Associa- 

tion . . 2 

(c) Three persons elected by and from among the registered dental . 

practitioners -3 

(d) Two registered medical practitioners to be elected by the 

Punjab Medical Council, one of whom shall be a member of 

the Faculty of Ifodicine in the Punjab University . • *2 

We consider that the principle underlying these proposals is sound 
and that they may appropriately form a model for the creation or 
Provincial Dental Councils. 

18. The Central Dental Council should, as in the case of the 
Central Council of Pharmacy, be concerned with the direction and 
co-ordination of the activities of the Provincial Councils, the definition 
and maintenance of minimum educational standards, which imi^litis 
the right of inspection and recognition of any .training institution, the 
maintenance of an All-India Dental Begister, the disposal of appeals 
against disciplinary decisions by the Provincial Councils subject, as 
may be necessary, to the directions of the Federal Court and the regu- 
lation of reciprocity within and without India. 

C. Regulation of the Nursing Profession, including those of Midwives 
and Health Visitors 

19. In considering the organisation and regulation of the nursini: 
profession we have had the advantage of the advice of the Nursing 
Sub-Committee appointed by us and composed of senior members 
of the nursing profession whose collective experience combines inti- 
mate knowledge of nursing conditions in India, the United Kingdom 
and the United States, with long experience of nursing administra- 
tion and education. These experts were further fortified by the 
recommendation of a Conference of Nurses from all parts of India. 

20. At present the regulation of the nursing profession which in- 
cludes mid wives and health visitors, is vested with provincial 
Nursing Councils, of which there are 10 and which maintain registers 
of persons who have completed approved courses of training in insti- 
tution.s recognised by them for the purpose and have .passed the 
prescribed examination. Persons so registered are entitled to 
practise their professioii primarily in their own provinces, but 
arrangements for reciprocity with other provinces exist to a de^ee 
which varies with the Nursing Council concerned. In addition, 
certain Examination Boards award certificates of proficiency in 
Provinces and Administrations where Nursing Councils do not exist. 
But these bodies are rightly tending to obtain recognition by, and 
•fiffiHation to, neighbouring Provincial Nursing Councils. 

21. There are, however, many unsatisfactory features in the 
composition and functions of the Provincial Nursing Councils.^ It 
seems obvious to us that a Council designed to regulate the training 
and practice of the nursing profession should consist primarily oi 
members of the prefession it designs to regulate. Yet in tna 
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majority o£ provincial medical councils trained nurses, midwives ' 
and health visitors are in a minority, and in some they are not in- 
<cluded at all. At the Conference of Nurses, to which reference has 
been made, it was unanimously agreed that 2/3 of the members of 
each Provincial Council should be drawn from the nursing profes- 
eion, including mid wives and health visitors. This proposal woxild 
leave ample scope for the representation of the medical and educa- 
tional professions whose advice would be of value to the interests 
of the nursing profession. We consider that this recommendation is 
reasonable and accept and endorse it. 

22. We are informed that there is at present no uniformity in the 
elstssification of divisions and nomenclature in Provincial Registers 
maintained by the Provincial Councils. This lack of uniformity in 
the divisions of the registers has led to* much confusion, postpone- 
ment of inter-provincial reciprocity and wrong ideas as to the 
standard of nursing education. We are informed that this is in the 
process of rectification and that the majority of Provincial Councils 
have agreed upon the form which we consider will promote accuracy 
in the maintenance of the registers concerned. The agreed form is 
set forth in Appendix 48. 

23. While the use of this agreed form will promote uniformity in 
the Provincial Nursing Registers, there is scope for improvement in 
respect of the portion which deals with ‘‘Nurses Register*'. This 
portion as at present designed restricts registration to certificated 
nurses. In our recoramendatioii.s for the employment of demobilised 
nursing personnel from the Nursing Services we have pointed out 
that there exist considerable numbers of this personnel who have 
been unable to qualify for the senior certificated course owing to a 
limited knowledge of English and we have recommended special 
facilities for them in respect of the junior certificated course. We 
are informed that a fair proportion of this class may not in the time 
available, be able to complete their studies either for the required 
basic educational qualifications or for the vernacular professional 
tests. These persons, never! heless, possess considerable experience 
in nursing procedures and we consider that it will be advisable, in 
order that their services may be utilised, as they should be, to create 
in the Provincial Registers, as has been done in the U.K., provision 
for “Assistant Nurses**, i.e,, personnel capable of nursing the sick 
under the* supervision of fully trained nurses (Ref. Nurses Act, 1943, 
Roll of Assistant Nurses, A.C.I. 1532 — ^given in Appendix 49). We 
consider this innovation not only desirable, but necessary for the full- 
est possible use, in the public services, of the available nursing ex- 
perience in India. 

24. The need for aii All-India Nursing Council to co-ordinate tht* 
activities of the Provincial Councils, to lay down minimum 
educational standards and to safeguard their maintenance has long 
been emphasised by the nursing profession itself, and was recom- 
mended with emphasis by the Central Advisory Board of Health at 
its meeting in Calcutta in 1941. We fully agree as to the necessity 
of such a Council and endorse the recommendation for its imme- 
diate creation. We understand that the Govemment of India is 
actively considering this matter and that the necessary legislation is 
in the drafting stage. Our suggestions for the composition of the 
Central Nursing Council are given in Appendix 50. We consider that 
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the proposed All-India Nursing Coimcil should not be restricted U> 
the maintenance of educational standards. 

25. The recognition of an individual institution for the purpose of 
training of nurses, mid wives and health visitors should continue to- 
vest in the Provincial Nursing Council, but provision should be 
made for the Central Council to have the right of inspection of re- 
cognised training institutions and, in the event of such an institution* 
not maintaining the minimum necessary standards, of withholdings 
recognition to persons trained in those Schools. This can best be 
achieved by the creation an All-India Nursing Begister with appro- 
priate divisions. The Nursing Council Act should possess Schedules 
for the entry of approved qualifications in general nursing, higher 
nursing, public heaita nursing, midwifery and health visiting, and 
the All-India Begister maintained under the Act should have divisions 
corresponding to the Schedules. Persons trained in institutions which 
do not, in the opinion of the All-India Nursing Council, come up to- 
the minimum standards prescribed should not be eligible for inclu- 
sion in the All-India Begister. If the Provincial Council which has 
recognised such institutions should deem it expedient, notwithstanding 
the withholding of Central recognition and registration, to continue 
approval of such persons and their inclusion on the Provincial Begis- 
ter, this inclusion shall have purely local validity within the province 
concerned. 

26. The power of disciplinary action should continue, in the first 
instance, to be vested, as at present, in the Provincial Councils, but 
we are of opinion that there should be a right of appeal to the All- 
India Nursing Council over their decisions, with additional provision 
for further appeal to the Federal Court in circumstances similar to- 
those in which in the United Kingdom appeal lies to the High Court 
against the decision of the General Nursing Council. Questions of 
reciprocity with other countries should be the concern of the Central 
Nursing Council and not of the Provincial Councils. 

D. Regulation of the Pharmaceutical Profession 

27. In considering the organisation and regulation of the pharma- 
ceutical profession we have had the advantage of the advice of a 
Pharmaceutical Sub-Committee composed of eminent pharmacolo- 
gical and pharmaceutical authorities, which we .appointed. For the 
regulation of pharmaceutical practice, the Sub-Committee advised 
the establishment of an All-India Phaimaceutical Council and Pro- 
vincial Pharmaceutical Councils, regarding the composition of which 
they made specific recommendations which will be found in Appendix 
51 in Volume III of this report. Broadly spenking, their recommend- 
ations are to the effect that Pharmacy Councils representative of the 
pharmaceutical trade, education and other ^hormacputical interests 
should he set up in each province, their functions being as under: — 

(1) to maintain a Register of all registered pharmacists of the 

- province and to register the names of newly qualified 

pharmacists on payment of a prescribed fee; 

(2) to maintain the standard of education of students; 

(3) to specify the drug establishments or hospitals where 

apprenticeship training may be undertaken; 

(4) to conduct and maintain the standard of examinations; 
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(5) to maintain such disciplinary control over the practice 

and profession of pharmacy as may from time to time 
be necessary; 

(6) to advise the Ministry of Health in respect of any regula-^ 

tions for the distribution of drugs, including poisons, 
dangerous drugs and drugs of addiction and 

(7) to advise on any other legislative control that may be 

necessary in this connection. 

The functions of the Central Pharmaceutical Council would be 

direct and co-ordinate the activities of Provincial Councils. It 
would include nominees from the Provincial Coimcils, representatives 
•of the pharmaceutical teaching profession and of the medical pro- 
fession. The Sub-Committee further recommended that, in discip- 
linary cases, the right of appeal from the decision of the Provincial 
'Council should lie to the Central Pharmaceutical Council. 

28. We accept the advice of this Sub-Committee and recommend 
that Central and Provincial Pharmaceutical Councils of the character 
recommended by it should be established by legal enactment. We 
further recommcjid that in disciplinary cases the decisions of the 
Central Pharmaceutical Council shall be subject to the direction of 
the Federal Court to the same extent as that of the Privy Council 
under the Pharmacy and Poisons Act, 1933 (given in Appendix 52) 
over similar cases in the United Kingdom. 

29. We endorse the opinion of the Sub-Committee that it is essen- 
tial to raise the professional standing of those (other than medical 
practitioners) engaged in the handling of drugs and that, to this end, 
legislation designed to protect the public from incompetence and to 
safeguard the interests of the qualified pharmacists should be enacted. 
The profession of pharmacy should be reserved for pharmacists and 
the latter should be restricted to their profession and should not be 
permitted to undertake functions such as prescription of medicine, 
administration of anaesthetics, etc. 

30. Concerning pharmaceutical education, the Sub-Committee 
were of the opinion, in which we concur, that the present standard 
of training of those engaged in the practice of pharmacy is unsatis- 
factory and that a revision of the educational system is necessary. 
We have dealt fully with this subject in Chapter XVIII of this volume 
where we have discussed the question of pharmaceutical education. 

31. We make the following additional recommendations: — 

(1) The Drugs Rules 1945 under the Drugs Act 1940 should 

be brought into force either before or concurrently with 
the proposed pharmaceutical legislation. 

(2) Every institution and commercial firm engaged in the 

handling of poisonous drugs should be compelled to 
employ a person who is registered as a Pharmacist or 
Student Pharmacist, i.e., a pers?on who has either 
successfully completed the requirements of the licen- 
tiate course or the degree course or is undergoing 
appronticesbip to that end in such conditions as may 
be prescribed. This envisages a Register of Pharmacists. 
Such Register will of necessity on its inception include 
those persons who have been engaged in the profession of 
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Pharmacy, albeit without due qualification, for a stated 
number of years, but we consider that sruch persona 
before being admitting to the Register should be requir- 
ed to pass a practical examination. Subsequent ad- 
missions to the Register should be confined to persona 
who have acquired the status of graduate or licentiate 
pharmacist, and to hona fide registered students aspir- 
ing after those qualifications. 

32. Ttie Central Pharmaceutical Council should maintain a 
Register of all qualified pharmacists in two Schedules. Schedule A 
should contain the names of graduate pharmacists and Schedule B 
of licentiate pharmacists. Each Provincial Council should also main- 
tain a Register which will include the names of student pharmacists 
and all persons who, by long standing practice of pharmacy without 
the necessary qualifications, become eligible for admission to^ the 
Register on successfully passing a practical examination. These 
two classes of persons should not be eligible for inclusion in the 
two Schedules of the All-India Register. 

33 Such considerations, if any, as may arise concerning the 
reciprocity with foreign countries should be the concern of the 
Central Pharmaceutical Council. 


34 An e.xtract from the Pharmacy and Poisons Act, 1933, of the; 
United Kingdom relating to the removal of pharmacists from the 
register is reproduced as Appendix 62. 

35 One of us (Mr. N.. M. Joshi) holds the view that the power of 
regulating entry into all the professions dealt with m this chapter 
shLld not be given to autonomous organisations which are largely 
composed of the members of the respective professions and that the 
final power for taking decisions should rest with Governments, 
cularlv in view of the great need for producing, as fast as possible, 
large numbers of all types of health personnel. His note « given, 
below We understand that, in the Punjab, a local authority has- 
been "ivon power to enforce prohibition in respect of midwives when 
H is satisfied that there is a sufficient number of qualified niidwives ui 
its area. We suggest that such a provision will meet the case m 
regard to other types of health personnel also. 

Minute by Mr. N. M. Joshi on the chapter dealing with the regulation 
of the professions responsible for health services 


When the greatest need of the country is to multiply as fast as 
we can the personnel necessary for the medical service of the com- 
munity including doctors, nurses, midwives and the dentists, 1 am 
not in favour of handing over the final power and responsibility of 
laving down standards of knowledge and experience for entry into 
these professions and the standards of examinations to the 
ous or<Tanisntion8 of these different professions as is suggested by tne 
niaiority of the Committee. Taking human nature into consideration 
there is some risk of these organisations using their power ^^e 
■tcrest of their particular professions for unnecessanly restricting tn» 
entry of fresh entrants into the profession. Moreover while the power 
and responsibility for the entry into some other professions and occu- 
pations is not handed over to their respective 
lions the anti-social effect of irresponsible and selfish use of the po 
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by orgamsations of the various medical services cannot be easily 
realised by them. I, therefore, suggest that under the present cir- 
cumstances when the responsibility for the provision of a sufficient 
number of the personnel for the medical services is on the Govern- 
ment, the final power and responsibility for giving entry into these 
professions should be with the Government and the power of these 
autonomous organisations should only be advisory and recommenda- 
tory. It is true that these powers are to be given to these organisa- 
tions by legislatures and the legislatures can also take them away 
if they are wrongly used. But legislation cannot be changed easily 
and promptly. It is possible in course of time when the responsibility 
for entry into all professions and occupations is handed over to 
their respective organisations and when every one follows his occupa- 
tion not for personal benefit but as an act of social service, the proposal 
of the majority of the Committee may be safely adopted. That in 
Great Britain and in some other countries such power is given to the 
autonomous Medical Councils is not a convincing argument. Perhaps 
that may explain why even to-day the number of the medical per- 
sonnel is inadequate for the need even in England. 



CHAPTER XXV 


EMPLOYMENT OF DEMOBILIZED PERSONNEL OF MIU- 
TABY HEALTH SEBVIOES 

1. During the present \^’ar, the Indian Army has expanded more 
than 10 times its peace strength and, as a corollary, the military health 
and nursing services have undergone an expansion which, if not equi- 
valent, is at least comparable to that of the executive branches. In 
addition to this phenomenal enlargement, the military medical ser- 
vices have undergone a radical reorganization and development dictat- 
ed by the intensive application of modern science to military medi- 
cal problems. The consequent medical progress has by no mean& 
been of purely military application, and the intensive development 
undergone has greatly increased the professional and technical value 
of the personnel concerned for civil purposes. When the' historj 
of the present war comes to be written by an impartial military 
historian, it is probable that a high place in the administrative 
achievements of the Allied arms will be given to the phenomenal 
development of the health services of the Army in India. 

2. As a result, there exists in the medical and ancilliary services 
of the Indian Army a great reservoir of personnel whose training and 
experience render them particularly suited to employment in the 
civil health services. This personnel comprises Medical Officers 
(male and female), Dental Officers, (I.A.D.C.), Nurses, and Techni 
eians. We give here a short general description of each category 
and the civil employment for w’hich they would appear to be suitable. 
A more detailed analysis is given in a tabular statement for which 
wo are indebted to the Resettlement Section of the Office of the 
Director General, Indian Medical Service, and which is reproduced 
as Appendix 53. 

I. Medical Officers (male fr female) 

3. This comprises: 

(a) Specialists “Recognized"' and “Graded"', 

(b) Graduates, 

(c) Licentiates with or without higher licentiate qualifications, 

(d) Nutrition Experts and 

(e) Blood Transfusion Officers. 

(a) Specialists 

4. Specialists are of iwo types — “Recognized" ornd “Graded"". 
The subjects in which specialization is recognized cover practically 
the whole field of clinical and preventive medical science and include 

" the related science of physiology. Amongst the “Recognized 
Specialists are many who independently of their military ‘'recognition 
possess higher qunlific^itions in their speciality and these officers are 
naturally marked out for higher teaching posts, specialist appoint- 
ments on the staff of teaching hospitals, research work and the direc- 
tion of institutes and/or units of their specialities- These remarks 
apply also to the Recognized Specialists without the higher qualifica- 
tions and to the Graded Specialists, but the latter in most cases, and 
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in some cases the former, will require a further period of post- 
graduate study and training before being elected to the more senior 
and specialist civil posts. We are of opinion that, in view of the 
urgent need of the existing Medical Colleges, and of those to be 
created for teachers, the cases of oflficers from this class who are 
candidates for civil employ should receive a critical review by a selec- 
tion committee composed of medical scientists of the highest eminence 
available and that special facilities should be afforded to individueJ 
officers, whom this committee may recommend, for the prosecution 
of appropriate post-graduate study in India or abroad. 

(b) Graduates 

6. This clorss comprises graduates of the various medical coUegea 
in India some of whom have had experience and practice after 
graduation. All of them, however, have benefited by an 
intensive course of instruction in military and general medical 
science on their admission to the Service and have subse- 
quently had the further advantage of working under specialist officers 
and consultants. The latter class include men of international repu- 
tation as teachers and practitioners of their specialities, ranking in 
ability with the highest authorities among the English-speaking 
people. With these advantages it follows that the medical graduate 
should, on the termination of his military service, have gained an 
experience and poise which would otherwise have been impossible. 
He will, moreover, have developed that preventive outlook which 
permeates the military medical services and which we consider to be 
essential for the Indian medical practitioner of the future. The 
uatinvil avenues of civil ciiiploymont for tliese officers are general duty 
in the primary and secondary units, school medical service, industrial 
medical service, special public health work, rural and urban. 

(c) Licentiates with or without higher licentiate qualifications 

6. With file award of officer status in the Indian Army Medical 
Corps to licentiates, the latter have taken their rightful place as fully 
qualified medical officers amd have discharged duties in every respect 
identical with those of graduates. Many of this class, especially 
those with higher li(*entiate qualifications, have proved themselves 
at least the equal of the graduates, and have enjoyed, and fully pro- 
fited by, the advantages and contacts which have been available to 
their graduate brother officers. They wdll emerge from military ser- 
vice firs highly competent doctors with the poise and self-confidence 
that is bom of commissioned status in a disciplined service, and their 
appropriate civil employment will be in the avenues mentioned for 
graduates without any distinction other than that dictated by indi- 
vidual ability and merit. The possession of higher licentiate quali- 
fications will naturally lead to a more specialist civil employment in, 
say, Tropical Medicine or Hygiene. 

7. It is probable, however, that many will wish to avail them- 
selves of the facilities allowed by the Indian Medical Councih and 
recommended by it to the various universities, to proceed to a medi- 
cal degree; and we recommend that every facility for this purpose 
should be granted by the existing medical colleges and those to be 

created. 

(d) Nutrition Experts 

8. These comprise both graduate and licentiate officers of the 
Indian Army Medical Corps who have served in military nutritional 
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units where u notable amount of original and valuable research work 
has been carried out. They will have acquired, in "a special degree, 
the scientific approach to nutritional problems and their obvious loca- 
tion in civil employ is in public health organizations and the nutri- 
tion departments of universities, medical colleges and large hospitals 
and research laboratories. To those who are licentiates, our recom- 
mendations for facilities to proceed to graduation, apply with equal 
force. 

(e) Blood Transfusion Officers 

9. These again comprise both graduate and licentiate officers who 
have received special training and gained experience in militai^ blood- 
transfusion units. The latter are highly organized and fully abreast 
of tbe latest developments of this science in which the civil health ser- 
vices are as yet notahlj^ deficient. It is necessary that considerably 
more attention should be given to the science of resuscitation in the 
larger civil hospitals, and there ehould be no lack of opportunities 
for employment of these officers in their resuscitation unite. 

II. Dental Officers (officers of the I.A.D.C.) 

10. The officer cadre of this newly formed corps includes posses- 
sers of Western dental qualifications and those holding purely Indian 
diplomas. The latter are the product of the Indian dental schools 
and colleges enjoying recognition by the Governments of the pro- 
vinces in which they are situated. These institutions harve received 
attention in that part of our report which has dealt with the survey 
of existing conditions, and it is sufficient here to remark that they 
are of recent formation ^ and have suffered from a scarcity of ade- 
quately qualified teaching talent. As a consequence, their qualifica- 
tions do not yet carry that guarantee of full acquaintance with and 
proficiency in the latest developments of dental science which are 
implicit in the recognised Western standards. 

11. In that section of our reiDort which d^als with professional 
education, we have emphasised the urgent need for the intensive de- 
velopment of dental education crad the establishment forthwith of 
dental colleges for th(j purpose. It is on the staff of these new col- 
leges that the officers of the Indian Army Dental Corps possessing 
Western dental qualifications will find their natural avenues of civil 
employment, while those possessing recognized Indian qualifications 
will find their civil outlet in appointments as dental officers in the 
various hospitals contemplated in our recommendations. Eve^ 
facility should be given to such officers to proceed to the basic 
academic dental qualification which we have recommended. 

12. It is, of course, contemplated that, eventually, there will 
be a dental surgeon associated with every primary unit, but this will 
be possible only when the number of qualified dental personnel has 
greatly increased. In the short-term programme, this provision must 
of necessity be restricted to the secondary health centres and the 
travelling dental clinics we have recommended. 

IJI. Nurses 

18. Included in this category are (1) fully trained women nurses 
of the temporary and reserve cadres of the Indian Military Nursing 
Service, tlie Auxiliary Indian Nursing Service, and of the Auxiliary 
Nursing Service, (2) fully trained male nurses registered by the Pro- 
vincial Nursing Councils holding Viceroy’s commissioned rank, (3) 
partially trained women nurses employed in the Auxiliary Nursing 
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Service, (4) partially trained male nurses (the so-called Specialist) 
Improvers of the Indian Army Medical Corps (I.A.M.O.)» (6) general 
nursing orderlies of the Indian Army Medical Corps and (6) nursing 
orderlies with training in special conditions such as venereal and 
<nental diseases, operation -room work etc., dental orderlies, and 
masseurs. 

14. Fully trained women nurses , — the survey section of our 
•report we have drawn attention to the tragic scarcity of trained 
nurses in India and to the clamant need for their intensive produc- 
tion in large numbers. Existing training institutions must be re- 
organized and modernised and many new schools established. In 
the higher ranks of the military nursing services there are Nursing 
Ofl&cers of the Temporary and Reserve cadres who possess special 
training in and experience of nursing administration and teaching, and 
it is particularly from this source that the Nursing Superintendents 
and Sister Tutors of the civil medical schools should be drawn. For 
those trained women nurses, not possessing these qualifications and 
experience, ample avenues of employment will be found as ward 
sisters, staff nurses in hospitals and sanatoria, and in the nursing 
branches of the public health services which are in contemplation. 

15. Fully trained male nurses , — ^These remarks apply with equal 
force to the fully trained male nurses whose numbers are so limited 
that it is not unlikely that the majority of them will elect to remain 
in the nursing services of the Army in view of the favourable terms 
.and conditions offered by the latter. 

16. Partially trained nurses . — As regards the various categories ol 
partially trained and uncertificated nursing personnel, there are two 
main divisions (1) women of the Auxiliary Nursing Service and the 
male Specialist Improvers of the LA.M.C., and (2) the various cate- 
gories of nursing orderlies of the T.A.M.C. (1) The former division 
have received their instruction and training in English and, in the 
case of the Specialist Improvers at least, possess the basic educa- 
tional qualification required for the senior certificated course which 
we have recommended. The majority of the Provincial Nursing 
'Councils have recognised the militaiy training and service as qualify- 
ing wholly or in part for the counses of training laid down by them; 
and it will be possible for the majority of this division; after a short 
period of extra probation and training in the nursing of conditions 
not covered by military nursing services and passing the requisite 
examinations, to obtain full certificated status in their native pro- 
vinces. With the clamant need that exists for trained nurses in the 
health institutions we have recommended, we do not think there 
should be any difficulty in finding suitable employment after certifica- 
i’ion for all personnel of this division ‘demobilized from the Army. 

17. The second division nursing orderlies, consist of other ranks 
’Of the nursing section of the T.A.M.C. In the majority of eases 
their training has been in the vernacular and they have been unable 
during their service in the Army to obtain the necessary basic Eng- 
lish educational qualifications. They generally possess, however, a 
high degree of nursing experience and competence, and are in every 
respect the equals of certificated nurses trained in the veniarcular. 
We understand that the military authorities contemplate establishing 
^ special vernacular nursing certificate for this class of personnel, 
,^nd We recommend that the syllabus for this certificate should h® 
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studied and, if approved, should be recognized as qualifying, wholly 
or in part, for the award of tho status of junior certificated nurses 
which we have recommended elsewhere. The training and ex- 
perience possessed by this class of other ranks is so valuable that we 
consider the time is long distant when experienced nurses of this 
class can be overlooked. In our opinion after further training, where 
necessary, in conditions not covered by militoiy practice, they are 
fully entitled at least to the status and emoluments recommended 
for the junior certificated nurse, after passing the required examina- 
tion- 

18. As stated already the class under consideration comprises 
nursing orderlies with training and experience in special conditions. 
They will, therefore, prove of especial value in the stafiSng of corres- 
ponding civil institutions such as mental hospitals, clinics for vene- 
real diseases, ophthalmic clinics, dental clinics and operating rooms. 

19. For those who are unable even with further training to pass 
the requisite examination, but who, nevertheless, possess considerable 
nursing experience, as well as the selected members of those cate- 
gories of personnel engaged by Provincial Governments for emergency 
duties in connection with famine or air-raid precautions who possess 
the minimum necessary educational qualilications, it will probably 
be necessary to create and register a class of Assistant Nurse i.e., 
personnel capable of nursing the sick under the supervision of fully 
qualified nurses. This measure has been found necessary in tho 
United Kingdom with its comparative wealth of nursing personnel, 
and would seem inevitable in India with its extreme shortage, if the 
fullest possible use is to be made of persons possessing nursing ex- 
perience. 

20. Manfieurs . — This is a class which is virtually non-existent in 
civil employ, and they will be readily absorbed in the orthopaedic 
units of the secondary and headquarters hospitals. 

IV. Techniciana 

21. Trained technicians in the generally accepted sense of the 
term do not exist in civil life in India. It is true that in the labora- 
tories of the vmious Government institutions there exist persons who 
hy long training have acquired a high degree of competence in the 
special .aspects of this field; but such persons are almost without ex- 
ception lacking in the basic educational qualifications implicit in the 
term ‘technician’ and hirve a<*quired their competence by natural in- 
telligence and through long practice. Their number is so small in 
relation to the need for trained technicians as to be negligible and 
the class in question may be said to exist solely in the Indian Army 
Medical Corps. They comprise Radiographers, Tiaboratory Assistants 
and Dispensers, and for sometime to come, until technological educa- 
tion in India has undergone the expansion and development which 
modem conditions require, it is mainly from this class of military 
personnel that the civil needs must, in the short period, be met. 

22. In the foregoing paragraphs we have given a brief review of 
the classes of medical and ancillary personnel which are likely to be 
available for civil employment after demobilization. We understand 
that the Government of India are already collecting and classifying 
particulars of all these classes and also of special formations such ^ 
Anti-Malaria Units with a view to notifying Provincial QovemmenW 
as to the number of persons under each class who may ^ 
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residents of the province concerned and who will be available on de- 
mobilization. We further understand that Medical Besettlement 
Committees for the purpose of “placing'* this .personnel in civil em- 
ployment are under formation or in contemplation in each province 
and administration. We suggest that representatives of the Indian 
Medical Association and the Licentiate Medical Association should 
be included in such Committees in the Provinces and at the Centre. 
We welcome these proposals and would emphasise the necessity of 
their receiving the constant and unremitting attention of the authori- 
ties concerned both military and civil, in order that this reservoir of 
trained talent may be available to the fullest possible extent to the 
health services of the country. If this opportunity of providing 
trained personnel for the carrying out of our proposals is allowed to 
pass without full advantage being taken of it, it may materially delay 
the initiation of the nation-wide health service for the country which 
we contemplate. We, therefore, consider it essential that the services- 
of all such personnel should be utilised, except in cases of proved* 
unsuitability. 

23. Four of our colleagues (Drs. Vishwanath and Butt, General 
Hance and Sir Frederick James) desire to lay special emphasis on the 
remobilisation for civil purposes of demobilized medical and ancillary 
personnel and their note is appended. 

A Note on Employment of personnel demobilized by the Army by Dr, 
Vishwanath, Dr. A. H. Futt, Lt. -General J. B. Hance and Sir 
Frederick James. 

We have emphasised from time to time in this report the total 
inadequacy of doctors, nurses and medical technicians of all kinds. 
Our proposals involve great increases in all categories. This is bound 
to take time, and therefore, in the meantime, all available resources 
should be tapped. With the end of the war many doctors, nurses, 
etc., will face demobilisation. In our view it is essential, having 
regard to the urgency of the health problems in India, that no one 
whether doctor, nurse, or medical technician, should on demobilisation 
be faced with even temporary unemployment. In fact we believe' 
that, to the extent to which it is practically possible, those who are 
now being demobilised should at once be remobilised by the Govern- 
ments concerned for peace-time employment in India s medical and* 
health services. Both medical relief and preventive medicine have 
been practised at their best in the Indian army, navy and air force. 
The experience and training acquired through military medical ser- 
vice is equal, if not superior to, any courses which the Governments 
may provide for the medical cadres of the future. We therefore 
consider it important that the employment of every member of the 
medical personnel and health services now being demobilized, exc^pk 
in cases of proved unsuitability, should be secured for the civil medical 
and health services iii the country. This will require close co-ordina- 
tion between the military authorities and the civil governments and, 
above all, an assurance of security of employment subject of course' 
to continued competence. We understand that steps are being taken* 
in this direction, but we desire to see these fully aud immediately 
iuiplemented and made as widely known as possible. 
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THE ESTABUSHMSNT OE A COMMITTEE OE STANDARDS 
EOB MEDICAL nrSTITUTIONS AND EQUIPMENT. 

1. In view of the heavy constructional programme which will have 
to be formulated to supply the new accommodation required by our 
proposals, os well as for structural alterations to existing buildings 
and for the supply of a vast number of fittings of all kinds to labora- 
tories, health centres, hospitals etc., it seems desirable that some 
system of standardization should be evolved which will introduce 
order into what may otherwise well tend to become chaos. With the 
achievement of order there will be obtained the further advantage of 
■reduced cost that automatically accompanies effective standardiza- 
tion. 

2. Sigerist in his ** Socialized Medicine in the Soviet Union*' tells 
us that, included among the 20 Standing Committees covering the 
various medical specialities in the Medical Council of the Commis- 
sariat of Health, is a large Committee on standards whose function it 
is to make typical plans for the construction of hospitals, standardi- 
zation of equipment etc. 

8. We urge the setting up of such a Committee in India and suggest 
that it should be closely linked with the appropriate section in the 
•Central Ministry of Health. It seems to us that this Committee will, 
at least in the initial stages, have to be more or less in permanent 
•session. 

We feel that for a committee of this nature to be really effective 
it is essential that it should not be overburdened by the inclusion of 
a number of highly placed officials who have no special knowledge 
•of, or interest in, the problems which will be presented for solution. 
It should above all be a technical working Committee reporting to 
and advising the Directorate of Health on questions relating to 
construction and design. 

4. The following suggestions in regard to its composition are put 
forward. It should include: — 

(1) architects with experience of designing, and construction of, 
medical institutions under tropical conditions; 

(2) engineers with similar experience; 

(3) medical practitioners, not merely as doctors, but as having 
an interest in, and experience of, design, construction and kidmiiiis- 
tration of medical institutions; 

(4) laboratory scientists with an interest in the elaboration of 
iaboratory fittings on a transferable unit system and 

, (5) members of the nursing profession with a special knowledge 
of the problems of internal hospital design. 

5. In order that breadth of vision may be given to the work of the 
<7ommittee, it is suggested that a prominent architect should be 
^engaged for a period of two years to preside over its deliberations^ 
the choice to be guided chiefly-by the architect’s acquaintance with 
modem trends in Europe and America. Hospital and institutional 
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design is a highly specialized type of architectural practice and one 
of which there are few exponents in India. There is, therefore^ a 
danger that, without reAllj up to date guidance, hospitals may in 
some cases be erected which are years behind the times. We feel 
that it is not sufficient to rely entirely upon architects with local 
experience for the work which will be required. Although the special 
experience of the latter will be invaluable in carrying into execution 
the actual drawing up of type plans, the guidance of a mature and 
widely experienced mind will undoubtedly be of the greatest benefit 
to them during the early stages. 

6. We are aware that it will not always be possible to produce 
fprmal type plans of general application for a sub-continent such as 
Indio. Questions of siting, of climate, or the prevailing wind, of soil 
etc., cannot be answered on a universal basis. Nevertheless we feel 
that the broad principles of design for different types of medical 
institutions are capable of a large degree of standardisation, which 
would also serve to secure a reduction in cost and speed in construc- 
tion, 

7. We advise that the Committee, when formed, should give 
serious consideration to the feasibility of adapting some of the many 
existing buildings of a temporary nature, which have been set up for 
war purposes by the military and civil departments of the Central and 
Provincial Governments, to purposes in connection with our health 
development programme. 
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BE-EMPLOITMSNT OF PEBSONS WHO HAVE BEACHED THE 
AOE OF SUPEBANNUATION 

1. Among the major difficulties which have to be overcome in the 
successful implementation of our recommendations probably the 
^atest is the general inadequacy of existing health personnel and, 
in some cases, the entire absence of certain classes of professional 
and technical workers. Whether it be doctors who are concerned 
or nurses, health visitors, midwives, pharmacists or dentists, the 
numbers available in India in relation to the population to be served 
fall far short of the standards considered desirable in the more 
advanced countries of Europe and America. 

2. In the majority of services under the control of the Central 
. and Provincial Governments it is the normal rule that Government 

servants are superannuated at the age of 66. It seems to us that 
the need for trained personnel is so clamant as to make the rigid 
maintenance of this practice inconsistent with the requirements of 
the situation, at any rate throughout the short-term period and 
probably in the earlier years of tbe succeeding period. ^ 

3. We are, however, anxious to ensure that the retention of 
persons in service after reaching the age of superannuation should 
not stand in the way of normal promotions in the service. Nor 
should any person continue to be employed after reaching the pres- 
cribed age limit unless he is considered fit, physically and mentally, 
to carry on his duties and unless his continuance is considered to 
be in the public interest. We therefore make the following recom- 
mendations : 

(i) Such persons should be made to retire before they are 
re-employed. 

(ii) The officer concerned should be brought before a medical 
board with a view to establishing his physical fitness for further 
Government service, either in the capacity in which he was employed 
on* reaching the age of superannuation or in any other capacity that 
Government may ordain. If found physically and mentally fit, his 
services should be retained on a year to year basiSn subject to annual 
examination by the medical board. 

(iii) We desire to ensure uniformity in emoluments for all officers 
who are thus re-employed. We therefore recommend that, in every 
case, the pension ^wn by the officer should be supplemented in 
such a way as to make his total emoluments not less than those he 
enjoyed at the time of superannuation. 

(iv) It should be one of the conditions of such re-employment 
that the persons concerned will be required to serve in any capacity 
that Government may deem fit. 

(v) Normally such exjbensions of service should not go beyond the 
age of 60 ; but in any special case, where the officer is considered w 
be of exceptional ability, extension may be granted up to the a?® 
of 66. 

(vi) We recommend that this rule should apply to all members ol 
the health services. 
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THE POPULATION PROBLEM 


Introduction 

1. The steady growth of populatiou, which has taken place in India 
during the past few decades, has had its repercussion on all such 
matters as the housing, clothing and feeding of the additional numbers 
brought into existence from year to year, their education and the 
provision of adequate measures for the protection of their health. 
No programme of social reconstruction can, therefore, afford to ignore 
the implications of the population problem. 'Although a detailed 
examination of the subject falls beyond the scope of our investiga- 
tions, a reference to this important subject seems essential because, 
in a comprehensive survey of the factors which have a bearing on the 
health of the community, the question of the need for a continuous 
adjustment between the population and the resources that are avail- 
able cannot be ignored and should receive serious consideration. 

A Review of the Existing Position 

2. The earliest systematic enumeration of the people in India was 
carried out in different parts of the country between 1865 and 1872. 
The first synchronous census took place in 1881 and since that year 
decennial enumerations have been made. The rates of increase 
during the inter-censal periods have shown considerable variation as 
will be seen from the following figures: — 

India--^ercentage rates of inter-ceneal increase 

Rate 

Period of 

inoreaee 

Fteeeot 


1872.1S81 

1BS1.1801 

1891.1001 

1901.1911 
1911.1981 

1991.1911 
1931.1941 


1*6 

9*6 

1*4 

6*4 

1*2 

10*6 

13*6 


3. During certain inter-censal periods the rate of growth was 
extremely small. In the two periods, 1872-1881 and 1891-1901, 
widespread famines were responsible for the low rates of increase. It 
has been estimated that, between 1875 and 1900, about 28*74 million 
deaths took place ns the result of famines alone. The pandemic of 
influenza during 1918-10 was responsible for the low rate of increase 
(1*2 per cent.) recorded during the period 1911-21. As regards 
disease, (luring the first three decades of the present century, cholera 
deaths totalled nearly 10*75 tnilliong in British India alone while the 
nifluenza epidemic of 1018-19 is said to have been responsible for 
about 14 million denflis in India as a whole. Since its introduction 
into Bombay in 1806 placruo has caused about 18 million deaths in 
country. The mortality due directly to malaria is estimated fc> be 
least one million each year. The history of the growth of popula- 
in India, therefore, seems to illustrate the oontention of 
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Malthus that disease and famine impose checks on an unlimited^ 
growth of population. 

4. After 1921 there has been, on the other hand, a steady growth 
of population in the country. The main reason for this continuous 
increase during the twq inter-censal periods has been an appreciable 
fall in the mortality rate as will be seen from the figures given 
below:' — 


Year 


Death 

rate 

per mille 

Annual exoesa 
of births 
over deaths 

1891.1900 

. 

. 

• 

• 

33 

31 

612,277 

1901.1910 





37 

33 

033,623 

1911.1920 





37 

^4 

667,654 

1921-1930 





33 

25 

1,995,301 

1931 





35 

25 

2,409,846 

1932 





34 

22 

3,122.374 

19S3 

• • 




36 

23 

3,447,582^ 

1934 

• • 

• 



34 

25 

2,316,472 

1936 

• • 

« 



35 

24 

2,967,445 

1936 





36 

23 

3,455,021 

1937 





35 

22 

3,276,082 

1938 





34 

24 

2,712,891 

1939 





34 

22 

3,180,911 

1940 





33 

22 

3,161,376 

1941 

• 

• 

• 

• 

32 

22 

3,012,729 


It will be observed that, while the birth rate has shown no appre- 
ciable decline during the period, the decrease in the death rate, parti- 
cularly during 1921-41, has been more marked. While these rates, 
which are based on recorded figures for births and deaths, undoubtedly 
suffer from a degree of incompleteness of registration which cannot be 
correctly estimated, they serve to show the trend of fertility anJ< 
mortality during the period covered by them. Later in this chapter, 
we have quoted certain estimates of fertility and mortality for the 
same period, which have been calculated on a different basis, and 
these also indicate the same trend. 

6. The total increase of India's population between 1872 and 1941 
was about 64 per cent, while, during the same period, the correspond- 
ing rates of increase for the United Kingdom and for Japan were 66 
and 136 per cent, respectively.* Therefore, India's rate of growth 
cannot be considered to have been extraordinarily high. Even during 
the period of highest increase (1921-41) the yearly rate was under 

•««DeniogniphieFaoiandl^»lh7inl^ Davis, published in 

Om Mttbaok Ifouorial Fund quarterly (July 1944). 
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1*6 per cent., while it has been the experience in more than ono 
community that, und^r favourable conditions, the population doubled 
itself in about 20 to 25 years, which gives an average rate of growth 
of 4 to 6 per cent, per year. Although the rate of growth in India is 
smaller, the massiveness of her population has made the absolute 
increase a figure of considerable magnitude. For instance, during 
the 20 years from 1921-1941, she added 83 millions to her population. 
What is important, therefore, is not merely the rate of growth but 
the huge additions to population which are bound to have their 
repercussion on the existing low standard of living. 

The Importance of Population Estimates from the Point of View of 

Planning 

0. From the point of view of planning for the future, whether it 
be in the field of health administration or in other fields, a forecast 
of the probable population of the country, including its age and sex 
composition, during the period which is likely to bo covered by the 
post-war developmeuf ])lan8 under consideration, is eminently desir- 
able. This forecast is essential in order to provide a reasonably 
sound basis for estimating such fundamental requirements of the 
community as food, water-supply and housing while estimates of 
health and other services should also be related to the population to 
be served. 

7. It is unfortunate that the Government of India decided that 
the information regarding age, which was collected during the 1941 
census, need not be tabulated at the time. Since then various causes 
arising partly out of the War have made it impossible to tabulate the 
original data collected at the census. The age and sex composition 
of a community is fundamental to any investigation regarding the 
growth of population, [n 1944 the Government of India attempted 
to rectify its mistake by appointing a Population Data Committee lo 
examine and advise Government on the available data relating to 
the growth of population. This Committee has made certain recom- 
mendations which, it followed, will make it possible to construct an 
age and sex table for the country. When this work is accomplished 
it may he expected that a forecast of the probable increase of popula- 
tion during tlie next 20 or 30 years will be made available. In the 
meantime, we may investigate whether any light can be thrown on 
the probable trend of the growth of population in India. 

The Probable Trend of the growth of Population in India 

8. The three main factors which influence the growth of population 
are (1) migration, (2) mortality and (3) fertility. 

Migration 

9. The effect of migration on India’s population has been negli- 
gible for sometime past and is likely to be so, at least for some 
time longer. This is due to the restrictions which the Governments 
of other countries have placed on the entry of Indians into their 
territories. India’s total loss bv migration within the period between 
1921 and 1931 was about a million and three quarters, a figure which 
is insignificant in comparison with the total population of the coiintry. 
We may, therefore, leave migrat'on out of consideration in our dis- 
cussion of the probable trend of population growth in the country. 
Trend of MortaUty and Fertility Rates 

10. In an interesting studv of India’s population problem, under 
Ihe title of * ‘Demographic Fact and Policy in India” published in 
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ibhe Milbank Memorial Quarterly (July 1044) Kiagsley Davis has 
attempted to compare India's rates of fertility and mortality over a 
/period of several decades. Both these rates are .Based on the assump- 
(tion that census enumerations are more accurate than recorded birth 
and death statistics. The fertility rates have been calculated by 
what is known as the reverse survival" method, which utilises an 
appropriate life-table to estimate the births during each year of an 
inter'Censal period which, at current survival rates, would give rise 
to the children aged 0-9 enumerated at the census at the end of that 
period. The average decennial death rates were calculated by sub- 
tracting the inter-censal increase from the estimated births for each 
decade. His estimates of fertility an3 . mortality rates are given 
below: — 


Year 


1681.1891 

• 

• 


• 

. 

• 

• 

• 

49 

41 

1891.1901 


• 

. 

• 

. 

. 

• . 

• 

46 

44 

1901.1911 

% 

• 


• 

. 

• 


. 

49 

43 

1911.1921 


. 


• 

• 

. 


• 

48 

47 

mi.l931 

. 

• 

. 

• 

. 

. 

• 

• 

46 

36 

1931.1941 




. 

• 

, 

. 

. 

45 

31 


Estimated • 


Fertilit3q 

rate 


Death 

rate 


These rates also confirm the view which has already been 
advanced, namely, that the fertility rate has practically remained 
stationary during the period under consideration, while the death 
rate declined appreciably between the years 1921 and 1941. 

11. The probable trend of the growth of population in India will 
be determined by the changes that are likely to take place in the 
death and birth rates in the immediate future. 


Death Bate 

12. A further fall in the death rate is bound to occur if the large 
scale programmes for improving the life of the community advocated 
by the d&erent post-war planning committees are effectively put into 
operation: If the birth rate continues at about the existing level, 
the resulting annual increase in population will be higher than in the 
past. To indicate the comparatively large increase that may result 
from a reduction of the mortality of one section of the population 
alone, we may refer to the interesting note of Mr. Satya Swaroop 
in the Census of India, Volume I, 1941, in which he has attempted 
to assess the probable effect of a saving of infant life on the growth 
of India's population at the censuses of 1951 and 1961. On the 
assumption that the rate of fall in infant mortality between 1921 and 
1941 would be continued, he calculated that in 196W the ?nfantile 
death rate would he 182 per 1000 five births. In view 
that, in certain countries, the rate has already been reduced to na 
this figure, it seems almost certain that, if a proper health 
is developed, the infant mortality rate in India in 1960 wii 
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4ippreoiably lower than 182. Mr. Swaroop baa shown that, in 1961» 
the total increase in population resulting from this cause alone will 

in the neighbourhood of 7 millions and, in 1961, about 18-4 
.millions. From our survey of existing morbidity and mortality in 
India in the appropriate sections of this report, it will be seen that 
iat least one half of the existing annual mortality of over six millions 
.in the coimtry is preventible. If our proposals are carried out, there 
is every reason to believe that there will be a saving of at least three 
^million lives every year M British India, which will bring its rate of 
mortality down to the level of what has already been accomplished 
in a number of other countries. In the decennium between 1901 and 
1041 the average yearly addition to the population of India* as a 
«whole was five millions. 'An annual saving oi’ three millions in British 
India as the result of improved^health administration will raise India s 
rate of growth to 8 millions a year, without taking into consideration 
any fall in mortality that may be brought about in the Indian States 
thi^ugh similar health measures. Under such conditions the very 
large increase of 88 millions, which took place in the 20-year period 
between 1921 and 1941, is likely to be reached within half that time. 
A purposeful control of mortality, without a corresponding fall in the 
fertility rate of the community, can thus have far-reaching conse- 
i^uences. 

-TertiUty 

18. The rate of decrease in fertility tends to lag behind that of 
mortality. This was the reason why in the 19th century when a 
better standard of living and unproved health services brought about 
a marked fall in the death rate, there was a remarkable increase in 
the population of Europe. In the article referred to above, Kingsley 
Davis has offered an explanation for this interval between the starting 
of the fall in mortality and that in fertility. He states that “both 
reproduction and the preservation of life' are indispensable for the 
continuance of any society, and therefore, through socialisation, are 
instilled as profoui^ values in the minds of each new generation. It 
follows that with the coming of a more deliberate, innovative control 
over human affairs, a movement to limit fertility in imaccustomed 
wavs will meet strong opposition as being contrary to an established 
value, whereas attempts to preserve life, even in unaccustomed ways, 
will meet with approval as being in favour of an established value. 
It is only after the successful preservation of life has resulted in 
large families and these large families have proved an embarrass- 
ment to the individual in the highly urbanised and mobile structure 
of modem society, that he seeks a way around the full practice of bis 
igh fertility mores. He leaves the customary evaluation intact, but 
tends to violate it to a certain degree in his own private behaviour. 
Thus the lag of birth control behind death control is implicit in the 
iTowing rationalism of modem life, which first attacks the negative 
vahie (death), and only later the positive value (high fertility).** 

14. India is far behind western countries in respect of both 
irbanisation and modernisation. The consequence is that the motive 
force behind the movement for limiting the size of the family does 
not operate in respect of large sections of the population. We believ» 
^hnt. among thq working classes, the position is quite the reverse, 
‘'^bildrcn are often employed at a eomparatively tender age and, 
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.tixerefore, begin to be of help to their parents. This state of a&'aii’a 
militates against the possibility of volitional control over the growth, 
of the family. 

15. Until the economic condition of these sections of the 
community is raised appreciably, it seems most unlikely that therec 
will arise the desire to restrict the number of the olfspring to what 
the parents consider desirable, in order to ensure a reasonable* 
standard of living for themselves and th^ir children. We have no 
doubt that the post-war plans for national development will ulti- 
mately achieve this end and that India will witness, as in the case 
of other countries, a definite fall in the fertility rate as the result 
of purposeful family limitation by individual parents. But before^ 
this stage is reached we feel that the immediate effect of measures 
designed to reduce mortality may well be to increase the rate of 
growth of population in the country. 


16. Certain other factors, which have a bearing on fertihty, we- 
early marriage, the proportion of married women in the community 
and prohibition of widow remarriage. Marriage is almost universaL 
among women in this country and the large majority of thein are 
married fairly early in life. While it is true that a gradual rise in 
the average age for marriage in respect of girls is noticeable among 
the upper middle and richer classes in the community, it is doubtful 
whether such a tendency is likely to become operative, in the near 
future, among the population as a whole. A change in the social 
outlook, which will be necessary to promote a general ^msing of the 
age of marriage for girls, can take place only the total 

reproductive period for women, which may roughly be taken as 15 
45 years, it has been shown by carefully collected staUstics Iron, 
many countries that the most fertile period is from 16 to 19 year> 
and that the fertility rate grows steadily smaller ^ 

high proportion of married women in the country and the earl\ a., 
Khkh^they marry must, therefore, be considered as factors favoui- 
ing a persistence of the present rate of fertility. 

17 The existing prohibition of remarriage of widows among 
large seotions of the communitv helps, m some measure to ohwk 
ihe growth of population. It must, however, be remembered tl^t 
the present rate of fertility has been mainhnned ^ 

restrictions. Assuming, on the other hand, that a change 
outlook relaxed the ban on their remarriage, ^ho effect ^ ™ 

the fertility rate. Kingsley D.avis has estimated that if the F P 
tion of widowed women in India becomes as low as it was in the Umtod 
States in 1930 there would bo a net gam of 14 per ^ ^ 

An improvement of maternal health and the consequent reduction or 
sterilitv, that may result from the operation of the 
programme, will prove to be another contributory factor m inoreas R 
the reproductive capacity of women. 

16. It would thus seem fairly clear that, at least in 
diate future, there is little reason to believe that there would 
marked fall in the fertility rate of the country. 

10. Within the last few years a marked fall in the f 

a definite rise in the death-rate have b^n noticeable in a nu b^^^^ 
provinces. Causes arising out of the War are most trends 

been largely associated with these departures from the norm 
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of these rates discussed above uud, uniii further evidence is avail- 
able I it is difiicult to believe that, with the return of more settled 
conditions, the reduced rate of growth of population which the war- 
time rates suggest, will continue. 

20. In the circumstances indicated above, we may safely conclude 
that, in the near future at least, the probable trend of population 
will be in the direction of an accelerated rate of growth. 

OUB BEOOMMENDATIONS 

21. It is our considered opinion, in view of what has been said, 
that in the absence of certain natural checks such as famine and 
disease whose operation will, speaking generally, become more and 
more limited as our various programmes of social security and im- 
provement in living conditions develop, the growth of population in 
India will become an increasingly serious problem. We have there- 
fore felt it necessary to set forth its implications and to suggest certain 
lines on which its solution may be attempted. 

22. Growth of population may be prevented from becoming a 
serious menace to the standard of life of the community in the 
following ways: — 

(a) , by emigration ; 

(b) by increasing the production of national resources and 

(c) by a reduction in the rate of additions to population. 

Emigration 

2:i, Wc have already pointed out that the prospects of emigration 
helping to lessen the pressure of population on the means of subsist- 
eiiLc in tht) country appear to be remote. While we consider it 
wIiuIIn unjustiliable that Indians should be excluded from certain 
empty or sparsely populated spaces on purely racial grounds, 
wti can suggest no practical means, which are likely to bear fruit in 
the f(jrest‘eable future, lor removing these impediments, rrejudicea 
(iu- hard aiul what may seem worthv of condemnation in others ma\ 
often be transmuted into a virtue if practised by ourselves. 

Increase of Production 

21. We recognise that the advance of science, careful planning 
‘ 01(1 concentrated effort on the part of the community to develop the 
‘ountry's resources may make possible the stipport of a largely 
' loreased population on even a better standard of living than that 
''hirli exists at present. We feel, however, that such measures can 
Constitute only a temporary expedient, because a limit to economic 
pf'nduetivitv will he reached, sooner or later, and uncontrolled growth 

population must, as far as we can see, outstrip the productive 
•‘Pncity of the country. 

deduction in the Rate of Additions to Population 

I 25. A reduction in the rate of growth of population may be 
about by permitting the death rate in the community to 
Our so(»ial instincts militate against this. A noticeable feature 
fL evolution has boon a growing recognition of the need for 

^ Hgoroua enforcement of measures intended to conserve life and 

Pi'OTTiote human happiness. One of the objectives universally 
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4M$cept6d in all civilised countries is a reduction of morbidiiiy and 
mortality in the community. We have, therefore, to turn to okhei 
means for decreasing the rate of growth of the population. They 
may be considered under three heads, (1) a raising of the age of 
.marriage for girls, (2) an improvement in the standi^ of living and 
3) intentional limitation of families. 

f(l) Raising of the Age of Marriage for Girls 

. 26. Carefully collected statistics from several Qountries support 
lihe view that the fertility of women is at its highest during the age 
period 15 to 19. The raising of the age of marriage for girls by a 
few years from the present minimum of 14 would probably effect a 
reduction in the birth rate. It will be remembered that in 1920 the 
'Sarda Act, which raised the minimum age of marriage to 14 years, 
produced a stoim of protest in the country. Although therd has been 
a considerable liberalisation of public opinion towards this question 
since then, there is likely to be similar and perhaps stronger opposition 
to any further considerable increase in the age limit. Legislation, 
which is too much in advance of what the people are willing to accept, 
tends to be ineffective and often unworkable. At the sapie time, it 
should be the function of popular Governments to educate public 
opinion and persuade the people to support such legislation and 
administrative measures as are designed to promote the public good. 
There are strong physiological reasons for raising the minimum age 
for the marriage of girls to 16, 17 or even 18. 

27. We refrain, however, from making a specific suggestion, 
partly because we are not unanimous on the point, and partly because 
we feel that the question is so intimately bound up with social custom 
:.fmd tradition, that the Governments concerned should consider the 
•>tate of public opinion before taking any decision. 

f(2) Improvement in the Standard of Living 

28. An improvement in the standard of living generally tends to 
}i»romote a lowering of the birth-rate by helping to create an incentive 
in individuals to limit the size of their families in the interests of 
maintaining for themselves and their children a reasonable level of 

omforb and of enabling the latter, through proper education and 
through the opportunities for earning their living which such education 
offers, to keep up the standard of life to which they had been 
accustomed. This improvement in living standards can be brought 
^bout only through the mobilisation, to the fullest possible extent, 
of the community's human wealth by measures designed to promote 
the health and working capacity of the individual as well as of the 
material resources available in the country. The steps that are now 
^being proposed for the reconstruction of national life have these two 
f)urposes in view and are, therefore, of the greatest importance from 
the standpoint of promoting a steady rise in the standard of life 
of the people. Such rise must, however, be a slow process. It 
implies, besides the creation and functioning of the requisite 
machinery for developing the country's national wealth, the education 
of the people in new modes of life and to an appreciation of values, 
fo wJjich they have so far been unaccustomed. While this develop- 
ment goes on, it seems more than likely that such active measures 
IRS the proposed health services will introduce will result in an 
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ippreciabie raductiou oi the death-rate and thus produce a teuipura’*;^ 
acceleration of the rate of growth of population. 

[ 3 ) Initnttottal UmlUtiom ot ramiliea 

29. If we believe that limitation Of familiee ia advisable, we ahould 
iirst ask ourselves the question whether it is possible that this could 
be secured through self-control. Our answer must be, we fear, not 
to any material extent. A limited number of individuals may be 
uuder-sexed or may, by nature, be so constituted that they can 
sublimate most of their sexual urge into intellectual, artistic or other* 
creative channels. But the large majority of mankind, while they 
may be able to convert a part of their sexual impulse into activitiea 
useful to the community, will still have to find satisfaction in the 
sexual act itself. This seems to us only natural because the sexual: 
iustlnct is one of the strongest instincts in men and animals, serving 
ss it does, to ensure the continuance of the species. Further, it ia 
likely that an undue repression of the sexual desire may affect the 
individuars health, because it involves the intentional suppression of 
u normal physiological instinct. In the circumstances, we seem to be 
loft with birth control through positive means as the only metbodi 
which is likely to be effective. 

Arguments in favour of Birth Oontrol 

(1) Intentional control of the size of the family is not without 
precedent in the history of human communities. Limitation oC 
lamilies has been practised by such communities from time imme- 
morial and the studies of students of the population problem have 
established various practices such as infanticide, abortion, religious 
prohibition of sexual intercourse during stated periods and prolonged 
lactation as some of the methods that primitive comraunitieg have 
practised for the purpose. The modem birth control movement 
differs from the older ones in that the methods now practised are 
safer and permit of wide adoption without offending generally accepted 
ethical standards. 

(2) When childbearing is likely to result in injury to the mother 
or the child, the practice of contraception needs no justification. 
(Childbearing, although it is a normal physiological function in the 
case of healthy women, causes an undue strain on those who suffer 
from certain diseases. For instance, tuberculosis, heart disease, 
diabetes, chronic nephritis and others may so devitalise a woman that 
the added strain of pregnancy and childbirth may cause grave damage 
to her health and even endanger her life. There are also many 
conditions of abnormal health in the mother that may adversely effect 
the child in the prenatal stage. The prevention of conception will, 
in these cases, result in infants, with a small chance of survival, not 
being brought into existence. Further, apart from any specific* 
disease in the mother, continued childbearing with little or no interval 
between successive pregnancies may itself constitute an undue strain 
on her physical condition and spacing of births, so as to allow of ti- 
fchim to normal health, may prove to be a definite necessity. 

(3) Parents can hardly control the complex socio-economic 
environment in which they live and, if they decide to have only a?; 
Jnany children as they can bring up under what they consider to be 
■feiasonable standards of life, it is doubtful whether they can be* 
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blamed. Parents would, therefore, seem to have the right to demand 
that the State should provide suitable instruction to enable them to 
adopt family planning. 

(4) It does not seem unreasonable to anticipate that, in India, 
women of the upper and middle classes are likely to attain a 
considerable degree of social emancipation in the not distant future. 
There will, therefore, be before them a widened horizon of oppor- 
tunities for self-expression in professional and other fields. Such 
wonten are likely to refuse to adopt the drudgery of continuous child- 
bearing. Since the intelligent participation of women in the intellec- 
tual and social life of the community should be welcome, wise family 
planning would seem to be essential in order to give women time 
and opportunity for activities outside their home. 

Arguments against Ck>ntrac6ption 

(1) The deliberate dissemination of knowledge regarding birth 
control will remove one of the major deterrents to promiscuity, 
which is the fear that pregnancy will result. A further danger result- 
ing from promiscuity is that of the spread of venereal diseases. 
Contraceptive methods do not provide a sure safeguard against the 
spread of such infection and the general use of contraceptives may 
be fraught with serious consequences to the community. 

(2) Conduct divorced from responsibility injures the individual 
and the community. Whatever progress man has made in the 
organisation of civilised life has been through the continuous fostering 
of a sense of responsibility for the actions of individuals and of 
groups in relation to other individuals and groups. A deliberate 
attempt to produce conditions which will eliminate or weaken this 
sense of responsibility should be undertaken only after the most serious 
consideration has been given to all the consequences that may be 
expected. For example, there is the danger that the opportunities 
which contraception provides for pre-marital and extra-marital sox 
relationships may seriously threaten the sanctity of home life, to the 
detriment not only of the parents but also of the children. 

(3) Birth control practised during married life is often based on 
the desire to maintain certain standards of life. This desire may, not 
infrequently, lead to people preferring a Baby Austin to a baby. If 
such a practice becomes widespread, the consequences to the State 
may be serious through the failure to ensure the maintenance of its 
population in adequate numbers and at the age levels which are 
calculated to secure maximum productivity. This danger seems, 
however, to be relatively remote as regards India. 

(4) There are many to whom an interference with nature’s 
processes appears repugnant. 

(6) It is at least doubtful whether a contraceptive, which is both 
efficient and safe, has yet been discovered. Numerous contraceptives 
ere widely advertised and used, but their effects on the woman as the 
result of prolonged use have not been fully investigated and deter- 
mined. Before the use of contraceptives is actively promoted, it 
seems essential to ensure that those made available to the people are 
harmless. 

(6) A . birth control campaign has certain inherent dangers, which 
arise fjpm the likelihood of the use of contraceptives being indulged lO 
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juore extensively by certain groups^ of the population than by others. 
The reason for the practice of birth control is often the desire of 
parents to provide for themselves and their children in their turn a 
reasonably high standard of life. Contraceptive practices are, there- 
fore, ihore likely to be used by the more successful and intelligent 
sections of the community than by those who are improvident and 
mentally weak. It may also be mentioned that a certain number of 
defects and diseases are known to be heritable. These include 
•congenital blindness, congenital eolour blindness and congenital 
deafness, haemophilia (bleeder’s disease, an abnormal tendency 
to bleed), certain abnormalities of the nervous system and some 
forms of mental disorder. The classes which possess many of these 
undesirable characteristics are known to be generally improvident 
and prolific. A continued high birth-rate among these classes, 
if accompanied by a marked fall in the rate of growth of the more 
energetic, intelligent and ambitious sections of the population, which 
make much the largest contribution to the prosperity of the country, 
may . be fraught with serious consequences to national welfare. 

The Extent to which the State should help to promote the Birth 
Control Movement 

30. Having set out the arguments for and against the practice .of 
birth control we may now consider how far Governments should help 
to promote the birth control movement. All of us are Eigreed that, 
when childbearing is likely to result in injury to mother or infant, 
there is every justification for the practice of contraception. In such 
cases it should be the responsibility of Governments to provide 
instruction regarding contraception in maternity and child welfare 
centres, dispensaries, hospitals and any other public institutions 
which administer medical aid to women. We also consider that the 
supply of contraceptive requisites should be made, free of cost, by 
the State to necessitous women when the practice is advocated for 
reasons of health. There is also unanimity among us in respect of 
State action in two other directions, namely, (1) control over the 
manufacture and sale of contraceptives as in the case of food and 
drugs and (2) assistance from public funds towards research for the 
production of a safe and effective contraceptive. 

31. Some of us are of the opinion that, on economic grounds alsoi 
contraception is justified in the interests of the individual and of the 
community and that the State should provide facilities for imparting 
knowledge regarding birth control when desired for such reasons. 
The others, while they fully appreciate the importance of relating 
population to the economic resources of the country, feel that the 
active promotion by the State of contraceptive practices for economio 
reasons will be justified, in view of objections to it on religious 
grounds in certain quarters, only if there is substantial support from 
public opinion. 

Practical Difflcnltles in any large scale ExteniAon of Birth Control 

32. In promoting birth control certain serious difficulties will hav. 
^o be surmounted. Some of them are: — 

(1) the large majority of women are not sufficiently educated to 
he able to learn and practice contraception satisfactorily: 

(2) the people are so poor that the cost of placing a safe and 
’effective contraceptive within their reach will be enormous; 
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(3) birth control knowledge will have to be imparted to the women 
of India by women doctors or health visitors and, as the total number 
of such personnel in the whole country is at present about 2,000, this- 
is an impediment of considerable importance and 

(4) oertain communities look with disfavour on contraception for- 
religious reasons. 

The Extant to which the Propoeed Xeaauree are likely to Beitrict then 
Growth ol Population 

33. JB'or the reasons indicated above a rapid extension of the birth 
control movement among the people, so as to provide an effective- 
check on the rate of growth of popidation, seems to us unlikely in ther 
immediate future. There also appears to us to be little immediate 
prospect of raising the age of marriage for girls by legal enforcement. 
A period of widespread educational work among the people, in order to- 
convince them of the desirability of its adoption for health and sooial 
reasons, will have to precede any such action. On the other hand, aa 
has already been pointed out, the immediate prospect is that, w;ith the. 
introduction of the proposed health services and of the measures 
designed to advance the welfare of the community, the rate of growth 
of population may show an acceleration as compared with the past. 
While recognising fully the implications of this increase in population^ 
we feel that the only practical steps that can be taken are (1) a^ 
relentless pursuit of the measures that are now being proposed for the 
reconstruction of national life in order to raise the standard of living' 
and (2) the spreading of the knowledge of birth control as far as the^ 
limitations imposed by the peculiar circumstances of the country, to* 
vvliich we have referred, will permit. 

Genetics and Population Policy 

34. The application of knowledge regarding heredity for tha» 
development of a healthy and vigorous stock of different species ot 
animals and plants has been made by man with remarkable success' 
in respect of many forms of life. Evidently, a constructive popula- 
tion policy must include within its scope the investigation of thsc 
possible methods of improving the future composition of the commu- 
nity by the application of knowledge regarding heredity. Suohi 
a policy would presuppose adequate information regarding the^ 
mecnanism of transmission of desirable physical and mental 
characteristics as well as of those which should be eliminated. 
While geneticists have ascertained, in some detail, the ways in which 
certain defects are inherited, it seems correct to state that, in the 
wide field of inherited disease and defect, the interplay of both here- 
ditary and environmental factors is of great importance and thatt 
with the existing knowledge, it is difficult to separate their effects. 
Further ‘‘far too little is known about the inheritance of human 
temperament, physique or even intelligence."* A pre-requisite tO' 
the formulation and execution of an effective population policy 
directed to promote the creation of a healthy and well-endowed^ 
community is, therefore, the accumulation of adequate knowledi^e 


« Beport on tlie Bdthh BMth SorvioM (19S7), published by PEP (Political^ 
and Eooaotnlo Planning). 
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regarding the hereditary and eiivirou'mental aapecta of the develops 
ment of man s physical and nientai charaoteristics. in the mean* 
time, in some countries, particularly in the United States, laws have 
been in existence for some time for restricting the reproduction of 
the unfit by sterilisation, in England, on the other hand, the. 
approach towards this problem has been much more cautious. “The* 
Departmental Committee on Sterilisation in 1983, after a very 
thorough consideration of the case, recommended that legislatioiL 
should be introduced to make legal the voluntary sterilisation of 
persons with a definite hereditary disease or defect, and they also 
(onsidered that, with very strict safeguards, this legislation should 
be extended to “carriers of these diseases.*'* In India, so little is 
known about the distribution of inborn defects in the population that 
it appears to us premature to attempt any such legislation at present.. 
We believe, at the same time, that it is desirable, as a part of the* 
study of the population problem in India, that the part which heredity 
plays in the transmission of valuable human traits and of defects- 
should be investigated. 

Study Qt the Population Problem 

35. In the chapter containing our recommendations regarding, 
vital statistics we have suggested that the Eegistrar General at the^ .. 
Centre and the Provincial Registrars should publish annual reports 
on the population of British India and of the Provinces as the oase 
may be, incorporating in them such information as is available regard- 
ing existing conditions and possible tendencies pertaining thereto. 
We consider it highly desirable that the population problem should be 
the subject of continuous study. Apart from the probable trend ot 
population growth, such matters as differential fertility and mortality 
rates and surveys of morbidity among the various sections of the 
community are of interest and importance from the point of view of 
sound administration. The problems of heredity and environment in 
relation to population policy should also receive consideration. Suob 
studies will have to include investigations “in the laboratory and in 
the field to explore the causes and antecedents of mental and other 
defects, and generally to examine fundamental factors affecting the 
composition and characters of the population”. 

36. We consider that such studies should be organised and 
conducted on as broad a basis of collaboration as possible. The 
Registrar General and the Provincial Registrars, with their respective^ 
staffs of trained statisticians, the Health Departments. Central and 
Provincial, and the Departments of Economics. Sociology, Statistics 
and Genetics in our universities, wherever such exist, should parti- 
cipate, in our view, in these studies. 

* Report on the British Health Services (10S7), published by PFP (Politioah 
and Koonomio Planning). 
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ALCOHOL nr BSLATION TO HEALTH 

Introdnction 

1. The subject of alcohol consumptioa can hardly be discussed 
without giving rise to sharp differences of opinion. On the one hand 
ihere is a school of thought which considers that its use should be 
prohibited in the interests of the individual and of the commimity. 
Its consumption, except in strict moderation, may damage the health 
•of the individual, reduce his working capacilgr and thus affect ad- 
v^ely the economic condition of himself and of those dependent on 
him. It is urged that total prohibition is in the interests of the indi- 
vidual and of society, because the excessive use of alcohol is often 
associated with violations of public decency and with anti-sbciai acts 
•such as neglect of family obligations and crimes of violence, while 
the proportion of those who can exercise sufficient control over them- 
selves and limit its use to such moderate amoimts as will not cause 
ihafm to health is, it is claimed, small. On the other hand there is 
another school of thought which claims that the moderate use of 
alcohol has its proper place in moiem civilised life with the continu- 
ous stress and stram "which it imposes on the individual. At the end 
•of a long and arduous day a small dose of alcohol promotes that re- 
laxation of tension and that sense of wellbeing and exhilaration which, 
it is claimed, can do no harm to the man and probably helps him to 
‘readjust himself to the work that awaits him the next day. Under 
•existing conditions there is, indeed, a considerable measure of justi- 
’fication for both these schools of thought. Por certain members of 
the community, with adequate mental balance to restrain themselves 
and practise strict limitation on the consumption of alcoholic bever- 
ages and with comfortable incomes which make the expenditure on 
•drinks no strain on their financial resources, the deprivation of the 
•desired dose of alcohol after the day’s work may well be unjustified. 
‘On the other hand for the many millions in this country who, after a 
day’s hard toil, do not earn sufficiently to keep themselves and their 
families properly fed, clothed and housed, the provision of a tempta- 
tion to throw away a part of their wages for a transient feeling of 
•contentment can hardly be considered as just either from the point of 
view of the individual or of the community. When it is remembered 
that these men are ill equipped, through lack of education and of 
social training, to place adequate restraint on themselves, it will be 
recognised that the damage that can be caused to their welfare and 
that of their dependents may indeed be great. 

^Certain Ctenerally Accepted Facte regarding Alcohol In relation to 
Health ' 

(1) The main action of alcohol is on the nervous system. It de- 
presses the higher centres of the brain. The stimulant action popu- 
ia^y attributed to it is due to a relaxation of tension. With the ex- 
ception of its action on the respiratory system alcohol never stimu- 
lates. 

(2) In very small doses it has a sedative effect. It therefore 
helps to soften the harshness of life and to increase the enjoyment 

•of social intercourse. It produces a temporary sense of well-beiug 
which is technically described as euphoria. But even a small dose 
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■of alcohol seems to impair the precision of an act demanding coordi- 
nation of muscular effort. Jameson and Parkinson in their "Synop- 
sis of Hygiene*’ state that "Physiological tests on the competence 
of motor-drivers indicate thaV driving may be affected by concentra- 
tions of alcohol much smaller than those needed to affect the be- 
haviour in ordinary clinical tests.** In larger doses, intelle'ctual pro- 
cesses are impeded or suspended and even coarse muscular move- 
ments are rendered difficult or impossible. 

(8) As a food it requires no digestion before it is absorbed into 
the blood. It is, however, of little value as an ordinary source of 
energy because of its harmful effects on the higher nervous centres. 
Unlike other foods it cannot be stored in the body to be drawn upon 
ars required. If taken frequently, the human body is never free from 
it and certain deleterious changes in the liver and other organs are 
brought about. 

(4) In medical treatment alcohol serves but a limited purpose- 
In cases of fainting a small dose of alcohol, by weakening the "ex- 
cessive check on the heart action exercised by the nervous centres, 

account of its sedative influence on the higher levels of the 
brain", may exert a temporary beneficial influence in relieving pain 
imd anxiety. But the general medical outlook regarding the use of 
alcohol in the treatment of disease has considerably changed." We 
may sum up the position in the following words of the late l.crd 
Moynihan : — 

"It is difficult to realise that 50 years ago the use of alcohol was 
considered necessary in the treatment of disease and advisable for 

the maintenance of good health... ...Today medical science is of 

one mind that alcohol, while it has its uses, is unnecessary and often 
harmful in the routine treatment of disease.*’ 

(5) As regards its effect on mortality, a comparison between total 
abstainers and non-abstainers shows that the former are longer lived. 
In the book already referred to, Jameson and Parkinson state that 
"Insiurance companies have found that the expectation of life is 
some three and a half years less for non-abstimers than for toted 
abstainers.’* The extent to which alcohol affects longevity depends 
on the amount consumed by the individual from day to day. 
Detailed studies of mortality statistics of American and British life 
insurance companies seem to suggest that; 

"1. Moderate users of alcohol, who touch it only occasionally 
and then in moderation, are probably as long lived as total abstainers', 
provided they always maintain moderate habits in all phases of 
living. 

"2. Those who drink moderately, say, an average of two glasses; 
of beer or one glass of whisky per day, have a higher mortality than 
the average, partly due to a percentage of them eventually exceed- 
ing this moderate consumption. 

“8. Those who drink occasionally to the point of intoxication, or 
have a few protracted sprees yearly are distinctly shorter lived than 
the average.''* 

^Theurticlfi entitled ‘‘Longevity and mortality as affeoted by the use of 
^oohol” by Arthur Hunter in the oo-c^rative study, “Alcohol md Man,” pub- 
lished y»y moMiUan and Co., Now York (1932), page 342. 
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OUB BIOOMKINDATXONS 
Oeruln Oenaral Ooiiiider*tioiif 

2. DruJdng has, as pointed out by Professor Sigerist in his book 

“Civilisation and Disease*’, two main causes. “One is social and eco- 
nomic. Misery, poor living conditions, lack of education and of re- 
creational facilities drive a man into drinking. In Bussia in 1918, 
the annual consumption of vodka amoimted to 8*1 liters pr more tha::r 
2 gallcms per person, and the average worker spent over a quarter of 
his wages on liquor. When conditions of the working population 
changed after the Revolution the per capita consumption of liquor 
dropped steadily. It was 4-5 liters in 1981, 3*7 in 19B5. Whenever 
people are hard pressed by a sense of misery and oppression, the* 
more will they be inclined to seek oblivion in drink. And the more* 
they take to drinking, the more oppressed and wretched they be- 
come.......... ....Another cause of harmful drinking is to be sought 

hi folk customs and group habits. Since alcohol removes inhibitions- 
and makes people talk more freely, it became the custom to drink 
alcoholic liquors whenever people gathered for social intercourse. 
This alcoholisme mondain, as the French call it, a-ffects the most 
highly education classes. It is not so spectacular, but has neverthe- 
less very deleteriouH results.” A campaign for reducing alcoholismi 
in the community must therefore take into account both these* 
factors. A rise in the standard of living accompanied by the^ 
proviwon of .educational and recreational facilities on as wide a scale 
as poMible* seems to be essential to ensure the success of the cam- 
paign. The harmful eflPects of convivial drinking can be brought 
home to the people and their cooperation secured for its efiPective 
control only through education. 

3. The use of alcoholic beverages by human communities datea 
back to the earliest times and it is not therefore surprising that the 
ill effects of its immoderate consumption should have been recognised 
and that strong attempts to restrain and even prohibit its use by 
various communities should have been made through the compulsive* 
force of religious practice- “It was not, however, until the experi- 
mental methods of pharmacology and psychology revealed with 
exactness the nature of the action of alcohol on man’s body and mind 
in health and disease, under dosage of all sizes and conditions^ that 
what may be called the twentieth century attitude towards the drug 
developed.’’" While iveii now, in the press and among the public 
generarlly, varying views are held regarding alcohol as a problem 
affecting the individual and the commimity, there exists a body of 
scientific knowledge on the subject which, if spread sulBBciently wide- 
ly among the people, will provide in due course the most effective 
means of securing the largest possible measure of agreement towards 
the formulation and enforcement of a sound policy for regulating the 
use of alcohol. From this point of view also we feel that education 
should be placed in the forefront of our programme of recommenda- 
tions. . 

4. The question of dealing with alcoholism raises at once the de- 
sirability or otherwise of enforcing prohibition. The latter raises 
many questions for consideration which fall outside the scope of en- 
quiry of a Committee such as ours, the main interest of which is 


♦ ** Alcohol, Its effects on man *’ by Haven Enierson. M. D. l^eo the preface). 
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centred on the health aspect of the alcohol problem. Prohibition, 
on the other hand, introduces various other considerationB such as 
the extent to which its enforcement is likely to be supported by 
public opinion, the possibility of certain evils coming into existence 
in the event of the introduction of this measure being much in ad- 
vance of public opinion and the administrative aspects of the pro- 
iblem, including questions of finance and of effective preventive work. 
These matters fall clearly outeide the range of our investigations. 
Nevertheless, from what has been said earlier about the importance, 
from the standpoint of health, of restricting the consumption of 
alcohol to the greatest possible degree of moderation, we cannot 
absolve ourselves of the responsibility to put forward certain propo- 
sals directed to serve this purpose. We feel, at the same time, that 
legislartive and administrative measures, however cleverly designed 
and enforced, cannot achieve the desired result unless the intelligent 
•cooperation of the people can be seemred in the enforcement of these 
measures. From this point of view also education of the people 
‘Should form an essential part of the campaign against alcoholism. 

Although we do not propose to express amy definite view either 
for or against prohibition we shall refer to one aspect of this subject 
at a later stage in this chapter. 

JSdttcation regarding the Tundamental Tacts in relation to Aloohol 

6. We understand that, in the United States, all but two States 
'(Arizona and Wyoming) have laws requiring that all schools support- 
ed partly or wholly from public funds should include, in their curri- 
enJa for children, courses of instruction dealing with the effects of 
alcohol and other narcotics on the human system.* We desire to see 
such provision made in this country also. In providing such instruc- 
tion it is in our view essential that all the fundamental facts relating 
to alcohol should be made available to the school children and that 
-controversial views, which are generally based more on personal pre- 
dilections than on a dispassionate review of the problem, should be 
avoided as far as possible. The socio-economic aspects of the prob- 
lem should not, however, be ignored. A body of scientific facts 
presented without any reference to their social consequences fail to 
stir the imagination of most people and particularly of children. We 
would suggest that proper text books on the subject should be pre- 
pared by some central agency and that they should be translated into 
all the languages of individual provinces by the respective Provincial 
Governments. In doing so it should bo possible to include material, 
diagrammatic and narrative, which will give a local colour to the 
different subjects that are discussed. We strongly believe that such 
instruction will, when carried out over a period of years, create a 
new generation of men and women who will help to solve the problem, 
both in its individual and community aspects, without the haradicaps 
of undue inhibition against, or of established predilection for, alcohol 
arising probably from the social surroundings in which they are 
brought up. Such instruction is equally necessazy for the older 
members of the community, although we believe that the results 
obtained are not likely to be so lasting as in the case of children. 
The approach towards educating the adult in respect of alcohol will 
have to be developed on a wide basis and the methods to be adopted 


* ** Alcohol, its effects on man,” by Haven Emerson, M. D. (See the preface). 

49S 




CHAPTER XXIX 


will form a part of the general programme of action against alcoholism 
which will be discussed in the succeeding paragraphs. 

Certain Other Suggeetiona lor Combating Alcoholism and iot 
Bestricting Alcohol Consumption to the Minimum 

6. The alcoholic habit is in this country largely confined to cer- 
tain sections of the population. The Mohammedans are prohibited 
its use and certain sections of the Hindus have also similar religious 
restrictions placed on its consumption. These restrictions are in the 
main being observed by these sections of the population. There 
still remain large groups among the Hindus to whom the use of 
alcohol is not forbidden. This is arlso the (‘ase with some other com- 
munities in the country. Among these the consumption of alcohol 
exists to a greater or lesser extent while, in urban areas, a loosening 
of the traditional restrictions brought about by modern conditions 
has introduced the drink habit to a varying extent among aril classes 
of the people- In the villages, on the other hand, the force of cus- 
tom and the pressure of local public opinion have in the main tended 
to limit the consumption of alcohol mostly to those who have been 
traditionally accustomed to it. We would therefore suggest that the 
problem may be dealt with somewhat differently in the towns and 
in the countryside. 

The Urban Areas 

7. Here, apart from the special features to which we referred in 
the previous paragraph, another important factor is, in many cases, 
the presence of varying proportions of industrial workers, who live 
either interspersed among the general population or in colonies 
mainly inhabited by persons of their own class. The drink habit is 
widely prevalent among such workers, some of the reasons being (1) 
that they are largely drawn from those sections of the community 
to whom the use of alcohol is not forbidden and that they might 
therefore have been accustomed to its use in the villages from which 
they migrated, (2) that these workers live often without their fami- 
lies and are therefore likely to find few opportunities for relaxation 
after a hard day’s woik except through the escape from reality that 
alcohol offers and (8) that they have more money to spend on drink 
through the larger wages they earn. 

8. In referring to the social and economic aspects of the drink 
problem we have pointed out how unjustifiable it is that many 
millions in this country should spend a proportion of their wages on 
drink, although their earnings are quite insufficient to meet such 
essential needs, in respect of themselves and of those dependent on 
them, as adequate food, clothing and housing. Industrial workers 
and other relatively large sections of the population in urban areas 
belong to this category and measures designed to restrict the use 
of alcohol by them cannot be commended too strongly for adoption 
for health and economic considerations. 

9. In the first place there should bo arn attempt to restrict tbc 
con 9 umj)tion of alcohol on as wide a scale as possible. The neces- 
sary measures will include the strict control of existing liquor sbopa 
and the severe restriction or even the prohibition of the opening of 
new shops, particularly in the areas occupied by the poorer sections 
of the co?nmunity including industrial workers. There should be 
a rediiction in the hours of sale of alcohol. The alcoholic content of 
the beverage sold in such places fot public consumption should be- 
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certiiaiu limits to be prescribed by the Provincial Oovenunent^ 
The aim should be to make places, where alcoholic beverages are 
permitted to be sold, decent establishments where a high standard 
of cleanliness is maintained and suitable alternative refreshments are 
provided, so that a man can take his family and order food along with 
drinks. The experience in the West is that, under such conditions ^ 
the excessive consumption of alcohol is generally checked. 

10. Side by side with such measures there should be provision 
for the supply of non-alcoholic beverages* Milk bars, tea and coffee 
shops, if run on cheap lines, can help to divert the craving for intoxi- 
cating drinks into less harmful channels. The desire for alcohol at 
the close of the day is perhaps partly stimulated by the lack of 
opportunities for other forms of useful activity, including recreation 
and social intercourse. We believe that, if the proposed post-war 
educational developments will create facilities for adult education, 
general and technical, on a wide scale and if increased opportunities 
for successful careers are provided to ambitious men and womens the 
incentive for conserving and spending money and energy on linea 
likely to lead to self-advancement will become sufficiently strong to* 
prove a deterrent to the wasteful pursuit of transitory pleasure to* 
which alcohol opens the way. Side by side with such developments 
there is abundant room for the promotion of social eacid recreational 
facilities. These coupled with the opportunities for educating the' 
grown up yjopiilation in tlie fundamental facts relating to alcohol, 
which the adult education programme will provide, are bound to bear 
fruit in the course of years by increasing the active cooperation of the 
people in the campaign against alcoholism. 

11. In the meantime the control exercised by Governments over 
the sale of alcoholic beverages to the people should be as stringent as 
possible. The Provincial Goveniments obtain today a substantial 
part of their revenues from alcohol. We agree with Haven Emerson 
that “little economic merit can be claimed for a system of taxation 
which raises any considerable part of the public revenue from the 
sale of alcohol, unless, as a part of the plan of government, this tax 
money is used to reduce the extent of facilities for the sale of alcoholic 
beverages; to promote observance of restrictive laws; to meet the 
cost of prevention, care and treaiirnent of alcoholism among the con-^ 
siderable number of persons whose health will be injured and whose 
earning capacity will be reduced by the use of alcohol”. It seems 
important to us that a substantial part of the money so derived 
should be devoted by Governments in this country to measures de- 
signed to prevent the spread of alcoholism and to rehabilitate those 
whose health and working capacity have been injured by the excessive 
use of alcohol. 

Treatment and Behabilitation of Alcoholics 

12. The treatment of acute and chronic alcoholism is essentially 
a medical problem and adequate provision should be made for it as 
a part of the general health programme. The rehabilitation of the 
chronic alcoholic is, however, a much wider problem. Here, apart 
horn any medical measures that may be adopted, there is the ques- 
tion of re-educating him to a saner outlook on life and his responsi- 
bility towards those who are dependent on him. The rescuing of 
the growing children in the home of such an individual from the de- 
grading effects of brutish beliaviour resulting from drunkenness is an* 
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'equally important matter. We would suggest that the establishment 
of houses of detention for those alcoholics who require segregation 
:and treatment, medical and social, should receive serious considera- 
tion. Legal sanction for such detention will, no doubt, be required 
and the question of acquiring the necessary powers should also be 
considered. The dependents of the person so detadned may, in many 
cases* require support until the individual is set free and his earning 
capacity is re-established. The provision of such medical aid as 
may be necessary can also be made a p(rvt of the organisation estab- 
lished in the house of detention- 

13. In this sphere of activity voluntary efiqrt can render valuable 
ihelp. The rescuing of the individual back to normality can be 
helped enormously by properly directed efforts in which social 
workers amd religious leaders should, in our view, take an active 
part. Indeed, the possibility of organising and maintaining such 
houses of detention under voluntary auspices, with generous support, 
hnancial and technical wherever necessary, from the State may well 
be considered. If such institutions are maintained under private 
-auspices, the State should ensure that they attain certain definite 
standards of eflBcieucy which it prescribes. 

The Sural Areas 

14. The problem is essentially the same in the rural areas as in 
the towns. A point of difference, liow'ever. is lliat in the former Hi' 
alcoholic habit is, in view of the pressure of local public opinion, 
likely to be confined mostly to those classes which are traditionally 
accustomed to its use. It should be comparatively easier to pick out 
chronic alcoholics in a village than in a town. The development of 
a strong public opinion against drunkenness should also be easier. 
Hut the provision of medical and other remedial measures and the 
mobilisation of voluntary effort to promote activity on the lines indi- 
cated in the previous paragrorph may not prove as easy in rural areas 
as in the larger urban centres. While therefore we recognise that the 
problem of alcoholism in the rural areas is no less important than in 
'towns we would suggest, in the first instance, the inauguration of the 
campaign against it on the elaborate lines suggested above in a few 
of the larger cities and towns in each province and its graaual exten- 
sion to other parts later. 

4}ertain Common Measures lor Urban and Burai Areas 

15. We wish, however, to see certain parts of the prograrume 
extended simultaneously all over the country. These are a strict 
-control of existing liquor shops towards the maintenance of better 
standards of cleanliness, a reduction of the hours of sale and the regu 
lation of the alcoholic content of the beverage sold to the public for 
consumption. The opening of new shops should be severely restricted 
c.nd even prohibited in close proximity to the areas where industri.il 
Mnd other workers live. 

16. The consumption of alcohol, during working hours, by per 
-ons engaged in certain occupations is dangerous to themselves and 
to others. For instance, pilots in charge of aeroplanes a?nd motor 
drivers should be forbidden alcohol during working hours- It should 
be an offence punishable under the law for such persons to be found 
in a drunken state when engaged in their respective occupations. 
We have given these only as typical instances and there are many 
•thers in which the use of alcohol should be equally forbidden n' 
the interests of the community. . 
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17. There is abundant evidence to show that the efficiency and 
output of the industrial worker are lowered by alcohol and that tha 
accident rate is raised.’*' The enforcement of total abstinence during 
working hours appears therefore to be of advantage from the point of 
industry and of workers alike. 

Becent Prohibition Experiments in certain Provinces 

18. A few years ago certain Provincial Governments introduced 
prohibition in limited areas within their territories and the scheme 
worked for varying periods in the different provinces. In 1940 the 
Central Advisory Board of Health, after reviewing the reports which 
it received from the provinces concerned, came to the conclusion that 
the material available would not justify judgment being passed 
either in favour of or against prohibition. The desirability of asses* 
sing the effect of prohibition on the health of the inhabitants of the 
areas concerned was, however, stressed. As far as we are aware 
prohibition has been abolished in all the provinces. If the scheme 
is revived at a later date we would strongly recommend that the 
following suggestions should be adopted. 

19. The effects of prohibition on the health of the people may be 
twofold, (1) the direct effect on habitual drinkers as the result of 
alcohol being withheld from them and (2) the indirect effect on the 
health of their dependents through more money being made avail-' 
able for food, clothing and other necessities. We would, therefore, 
suggest that, before pro|;iibition is introduced in an area, a prelimi- 
nary survey should be candied out for the purpose of assessing the 
health and economic condition of the habitual drinkers and their 
dependents. Such a survey will obviously have to be limited to 
certain selected towns and villages in the area concerned. These 
should be taken on the basis of such selection as will secure for them 
collectively a representative character in respect of the area under 
prohibition. This preliminary survey should be followed by annual 
surveys which cover the same individuals and their dependents. 
Information collected on these lines for a few years should make it 
possible to draw reasonably satisfactory conclusions regarding prohi- 
Mtion in relation to the health and general welfare of the people. 

20. It is desirable that such surveys should be conducted on a 
fairly uniform basis in the different provinces so that comparable 
data may be obtained. We suggest that the Central Health Depart- 
ment should, in consultation with the authorities in the provinces m 
which prohibition was tried, draw up detailed instructions regarding 
such surveys and make them available to Provincial Governments. 
Other Narcotics 

21. While we have confined ourselves to alcohol in this chapter 
there are other narcotics the consumption of which also produces 
harmful effects. Examples are, opium, charas, ganja and others. x\s 
far as we are aware there is no reason why their use should not he pro- 
hibited except for medicinal purposes. We recognise that there are 
varying proportions of the population in the different provinces who are 
accustomed to their use for long periods. We would suggest a 
^dual reduction in the quantities of these drugs which are made 
available to the people and their complete elimination from public 
consumption within a period of about ten to fifteen years. 

, * See pages 354-361 of “ Alcohol and Human Life’* by C. C. Weeks (Second 
<^'lition) 1938, published by H. K. Lewis and Co. Ltd., London. 
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THX nrSTITUnON of a mbdioal librabt sbkviob 
ADEQUATE FOB THE BEQUIBEMENTS OF INDIA 

1. It is evident that one of the prime needs of an intellectual 
oommunit; is an effective library service, and this is more especially 
the case where a highly technical subject such as medical research 
is concerned. India is at a great distance from the other centres 
of scientific thought, and she must inevitably draw her knowledge 
of advances and discoveries from books and journals published in 
other countries. She must, in that respect, be largely self-contained 
and her need for a full and well-selected Central Library is even 
greater than that of Europe and America, where facilities for the 
dissemination of knowledge are more highly developed. Such a 
central library should be fully adequate both for reference and for 
the purposes of research. It should be linked with a chain of -^mailer 
regional libraries in the more important centres of medical research 
and education in the provinces, by a flexible and extensive service of 
exchanges. 

2. We are told that there is at present no medical library in 
India with more than 11,000 volumes, apart from bound numbers 
of periodicals, while the library in the office of the Director General, 
Indian Medical Service, contains only 20,000 volumes. India has 
not the funds to enable her at present to institute a library com- 
parable with the more important medical libraries of the world, such 
as Washington with its 420,000 volumes, Leningrad with 600,0(X), 
Paris with 500,000 or even with that of the Boyal Society of Medicine 
in London with 160,000 volumes. It seems to us, however, to be 
not unreasonable that we should recommend the establishment in 
India of a Central Library, providing, in the first instance, for the 
housing of 60,000 to 100,000 volumes. 

8. A medical library of about the size that we have in mind exists 
on the Pacific Coast of America — ^the Lane Medical Library at 
Stanford University bousing, in 1928, a representative collection of 

66.000 volumes along with a large collection of pamphlets and re* 
prints, and subscriptions to 460 journals from all parte of the 
world. Owing to the geographical situation of California and its 
distance from the more important centres in the Eastern States this 
library has to be relatively self-contained* The problem was in 
many ways parallel to that whfeh India will have to face and a 
study of the manner in which it was dealt with should prove profit- 
able to us. The special building which houses the lihrarv cost 

160.000 dollars fBa. 4i lakhal with reading-room space for 140 readers 
and stacks to hold 75,000 volumes with ample provision for expan- 
sion. The budget for the year 1927-28 was 17,150 dollars (half a 
lakh) exclusive of heating qnd lighting. Of that sum 8.792^ dollars 
were allotted to salaries and 8,357 dollars to books, periodicals 
binding. 

4. We feel that the following quotation from Miss Janet Doe’s 
recent •‘TTandhook of Medical Library Practice” (1943) sums up ^ 
well our own conception of what is required from a library of this 
type that we reproduce it from the original text. 

”A well-rounded medical library must consist in major parif 
of periodical material, including journals and serials 
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of mwy types. It is a reversal of the proportioa 
obtaining in a general library to find these forming the 
backbone of the medical collection. They contain the 
first recorded reports of scientific discoveries and 
additional ever mounting comments, criticisms and 
supplements on these reports. After periodical litera- 
ture, monographs and text-books on special subjects are 
a necessary part of the library. Beference books of 
many varieties are needed. Some of these are the same 
as those in general use but the majority vary widely 
from this list. Pertinent medical information, whether 
it be published in government documents, society or 
hospital reports, health surveys, vital statistics, medical 
school catdogues, congresses or elsewhere, must be 
discovered and placed in the library. All this literature 
must cover material on the basic sciences, on general 
medicine and on the specific fields in medicine in the 
proportion needed by the library clientele. It must 
represent not only publications in the English language 
but outstanding contributions from all over the world, 
either in original or abstract form. Moreover, back- 
ground material, as histories, biographies and auto- 
biographies, rate books, incunabula, economic studies 
and ethical discussions are desirable in a well equipped 
library. Such a collection should also, if possible, 
include works of cultural value for medical readers and 
books with a medical background written by physicians 
and non-medical writers. 

"^‘The intensive research usually in progress at* a medical school 
presupposes a library stocked with data or work done 
on medicine and its accessory sciences in all countries 
and all ages. This means it must contain or have access 
to a largo collection of periodicals, monographs, atlases, 
textbooks, encyclopedias and other literature to supple- 
ment the professor’s private library and the student’s 
textbooks. In addition, the library must be able to 
supply medical and vital statistics, book publication 
information, biographical data about physicians and 
scientists and other reference material upon request. 
And finally it may be called upon to provide writings 
on the history of medicine and cultural medical litera- 
ture. This is an ideal. If it cannot be attained in 
practice, it must be .approximated by purchases 
emphasizing the general and special interests of faculty 
members.** 

Obviously the collection and supervision of such a library must 
be the work of a highly trained librarian, specializing in medical 
literature. Miss Doe offers valuable information as to the avail- 
atbility of such librarians in the O. 8. A. 

“To staff these libraries, workers have been^ enticed or 
commandeered from general and special libraries, from 
library schools, from the clerical staff of hospitals or 
medical schools and from doctors’ offices. Seldom, 
indeed, has it happened that a medical library could 
secure a librarian with both professional library training 
and education or experience in the medical sciences. 

499 



OHAPTBR XXX 


Library (schools have been unable to give the requisite- 
specialized training — though two or three now offer 
brief extension courses; it is only within the past few 
years that internships in medical libraries have become 
possible, and they are still few. An exceptionally 
definite need exists, ^erefore, for a means of liaison* 
between the medical library and the sources from whichi> 
it must draw its librarian.” 

5. We are fully persuaded that, in order to put the proposed service 
on a sure foundation, it will be ^necessary for an exploratory survey 
of the facilities existing in the United Kingdom, the United States 
and elsewhere to be undertaken by one or two officers (of whom ak 
least one should be an Indian) deputed for the purpose. 

A suitable. programme for such a deputation is suggested below: 

(1) A study of medical libraries in the U.S.A., such as those at 
New York, Boston, Philadelphia, Baltimore, Washington and the 
Lane Library at Stanford University. Contacts, inter alia, with ihe 
Kockefeller Foundation, the Surgeon General’s Library, the Medical 
Library Association and publishers of medical literature. 

(2) A study of the medical libraries in the U.K. especially those 
of the Royal Society of Medicine, the Royal College of Surgeons and' 
the Radcliffe Library at Oxford. Also the National Central Library 
regarding exchange facilities between libraries. 

(3) Investigation of the scope of translation, abstracting, photostat 
and micro-film services from United States of America and United 
Kingdom. 

(4) Obtaining rough estimates from various sources of estimates 
of cost in respect of buildings, staff and other facilities which should' 
be provided. 

6. We suggest that there should be, in London, a correspondent of 
the library, who will watch its interests in the West and act as the 
channel both of information and of supply in matters concerning the- 
library service. 

7. If an experienced librarian proves to be immediately available, 
we suggest that he should be engaged on a preliminary two or three 
years’ contract to work in the first instance in the Directorate of 
Health together with the Indian officer who has made the survey, 
in establishing a catalogue of books and periodicals to form the 
nucleus of the Central Library, and initiating courses of training for 
junior members of the library staff and also in consulting with the 
architects engaged on plans for the library. 

8. The Central Library we envisage is one chiefly devoted to re- 
search and should be established in associaHon w}^h the AIMndia 
Medical Institute we have recommended. When similar Medical' 
Institutes are established elsewhere they^will have to be provided 
with their own libraries. A case can be^^made out for an entirely 
separate Library in the Directorate of the future civil Health Service, 
devoted to general reference and to the problems of anministration. 
We prefer, however, to leave that question, together with proposals 
for the establishment of regional libraries, to the consideration of the 
Governments concerned after the survey which we have 

has been completed, when fuller, and more exact information win 
be available. 
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9. In a recent number (February 1945) of the Bulletin of the 
History of Medicine, Professor Henry E. Sigerist drew attention to 
the need for an Institute of the History of Medicine in India, and 
cnade the following suggestions which are germane to the present sub- 
ject and worthy of consideration when planning is to be done. 

“The staff will require tools for research, that is, collections 
and among them primarily a collection of books, ^e 
library of the Institute will include the basic medico- 
historical literature — books and journals— ^medical texts 
in the best editions and translations available, and as 
many reference books as possible. It should also 
include a number of non-medical books, such as basic 
books on political, social and economic history, the 
history of philosophy, religion and other disciplines, 
books that are constaMly needed for general orientation. 

“The Institute will in addition collect other documents per* 
taining to the medical history of India, manuscripts, 
photographs, portraits, objects such as instruments, 
etc., and it may consider the creation of a museum of 
indigenous drugs.'* 

He suggested further that “it would be advisable to build the 
Institute of the History of Medicine in connection with, or as an 
annex to the Library, so that the technical administration of the 
Institute could be handled by special employees of thd Library. This 
would permit the staff of the Institute to devote all their efforts to 
research and the teaching of students**. 
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1. We do not propose to make here any detailed survey of the- 
iiealth legislation which is likely to be required for the execution of 
the programme we have set forth in the preceding chapters of this 
volume of the report, or to make specific recommendations regard- 
ing the manner in which the existing laws should be amended or 
added to. We feel that we are not competent to undertake either 
of these tasks satisfactorily. As regards the survey we believe that; 
even if it be carried out by a more competent agency than our- 
selves, the full range of legal enactments which may be required ia 
not likely to be covered. Legislation and administration constitute 
parallel lines of state activity, which continually act and react on 
each other, with the result that the implementation of our programme 
is bound to produce, as it proceeds, the need for legal powers in 
various directions, which can hardly be anticipated at this stage. The 
manner in which changes in the existing law should be made to suit 
the requirements of our health scheme is a matter for consideration 
by Governments in consultation with their legal advisers. While 
recognising these facts we consider it desirable to give in one place 
a brief review of the more important matters on which we have re- 
commended legislation in different parts of our report. The present 
chapter attempts to carry out this purpose. 

2. Our proposals for legislation fall mainly under four heads: — 

(1) those which are intended to assist in the formulation and 
execution of a national health policy based on the largest possible 
agreement between the Central and Provincial Governments and to 
promote the co-ordination of central and provincial health activities ; 

(2) those which are designed to improve health administration 
in the provinces, particularly the standard of such administration in 
local areas; 

(8) those which are required for conferring special powers on 
health authorities to enable them to carry out their duties more 
effectively than they are able to do at present and 

(4) those which are intended to give statutory sanction to certain 
proposals of ours, a.gf., the All-India Medical Institute, certain 
aspects of which involve departures from existing administrative 
procedure. 

We shall now refer briefly to the legislation likely to be necessary 
under each of these heads without going into a detailed considera- 
tion of the reasons for the establishment of the institutions or 
approval of administrp,tive policy for which legislative sanction is to 
be sought. These matters have been discussed in the relevant places. 
We shall refer only to the more important matters requiring sanction 
by the legislature. 

Tha Formation and Execution of a National Health Policy and tho 
Oo-ordination of Central and Provincial Health Activities 


3. We have recognised the retention, as far as possible, of the large 
measure of autonomy which the provinces have enjoyed for some- 
time past, and have suggested that the Centre should promote tlic 
development and co-ordination of provincial health activities mainly 
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by the provision of machinery for mutual consultation in the formula- 
tion of the national health policy, by a system of grants-in-aid from 
Central Funds to the provinces and by the offer of technical advice 
to provincial health authorities. At the same time, we feel that, 
in certain exceptional cases, it may become necessary for the Centre 
to intervene in the affairs of a province in the interests of the 
country as a whole, and have therefore suggested that the Centre 
should be armed with the necessary legal powers. Our proposals to 
serve these purposes include: — 

(a) the establishment of a statutory Central Board of Health with 
the Central Minister of Health as the Chairman and Provincial 
Ministers of Health as members. 

The Board will provide the forum for the discussion and formula- 
tion of a health policy based on the largest measure of agreement 
between the Centre and the Provinces. Through the opportunities 
that it will provide for mutual consultation, the Board will assist in 
the carrying out of that policy with the least possible friction 
between the different Governments. The Board will also be res- 
ponsible for recommending, to the Central Government, proposals for 
the distribution of grants-in-aid to the provinces. 

(b) a modification of the existing relationship between the Centre 
and the Provinces to the extent of enabling the former to intervene, 
without delay and effectively, in provincial health administration in 
circumstances in which dereliction of duty by a Provincial Govern- 
ment jeopardises the health not only of those under its charge but 
also of those living in adjoining areas outside its jurisdiction. 

Normally the Centre is expected to act, on such occasions, only 
after consulting the Central Board of Health. Where immediate 
action is required, the Central Government should report to the 
Board the measures it has taken with the least possible delay. 

Improvement of Provincial Health Administration 

4. Here the measures necessary relate mainly to the sphere of 
health administration in local areas and statutory sanction will be 
required for: — 

(a) the creation of district health boards on the lines indicated by 
us; 

(b) the provision of power to the provincial Minister of Health 
to enforce compliance by the Board with the policy laid down by 
him; 

(c) in the areas under our scheme (i) the provincialisation of all 
classes of health workers and (ii) the conferment upon the Govern- 
ments of other provinces, of powers similar to those that exist in the 
province of Madras whereby the head of the Public Health Depart- 
ment can recommend specific action by local health authorities in 
particular directions for the improvement of the pubMc health and 
can enforce their execution, subject to the concurrence of the Pro- 
vinciffl Government, and 

(d) in the areas outside our scheme, the provincialisation of those 
classes of health personnel which are now recruited and maintained 
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on a provincial basis in Madras and tJie provision of the powers 
referr^ to in (c) (ii) above. 

Spiscial Legal Provision lor enabling Health Authorities to cany out 
their duties eflectively 

5. We liave aiscussed, in the different sections of our report, the 
legal provisions which are required, in our view, to supplement the 
existing powers of health authorities in order to improve health 
admimstration in its different branches. We shall reler here only 
to two matters, namely, the control of infectious disease and an 
improvement of the purity and quality of the community’s food 
supply, in doing so our main purpose is to emphasise the part 
the Central Government can play in both these fields of health 
administration to supplement what is now being done by Provincial 
Governments. 

(a) Control of mfectioua diseases , — In view of the urgent need for 
controlling the incidence of malaria, which is by far the most im- 
portant among the infectious diseases prevalent in India from the 
point of view of morbidity and mortality, we consider it essential that 
adequate powers for the enforcement of antimosquito measures should 
be conferred on local health authorities on the lines indicated by us. 
Another important provision is that primary vaccination and revacci- 
nation against sinall-pox should be made compulsory in areas where 
these provisions do not exist at present. 

In the chapter on quarantine we recommended that, in order to 
prevent the inter-provincial spread of infectious disease, the Central 
Government should be given certain legal powers based on existing 
practice in the United States. We described briefly the powers 
which the Federal Government in that country possesses for this 
purpose and suggested that any modification of the existing law in 
India, which may be required to enable the Centre to perform such 
functions, should be brought about without delay. 

We also recommended the drawing up, by the Central Health 
Board in consultation with their health advisers at the Centre and 
in the Provinces, of a memorandum of instructions to be followed by 
the Central and Provincial Health Departments in order to promote 
joint action, on an effective basis, when inter-provincial spread of 
infectious diseases threatens or actually takes place. These instruc- 
tions can be given legal sanction if they are issued as statutory 
rules by the respective Governments under the powers they already 
possess or which they propose to acquire under a consolidated Public 
Health Act, the enactment of which we have recommended in 
Chapter XVII of this volume of the report. 

We consider that action on the lines indicated above is essential 
for strengthening the existing law for the control of infectious 
diseases. 

(b) Control of the purity and quality of the community's food 
supply . — Besides the recommendations we have already made under 
these heads in the relevant places, which relate mainly to provincial 
action, we may put forward here a suggestion for enabling the 
Central Government to play an important part in this field in so far 
as inter-provincial trade in food is concerned. This recommenda- 
tion is also based on existing practice in the United Statea. In that 
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country » while the hzing of standards of purity and their enforce- 
ment in respect of all articles produced and consumed within a State 
are the responsibilities of the Government of that State, any article 
which seeks to enter the field of inter-State commerce must conform 
to standards prescribed and enforced by the Federal Government. 
The latter possesses powers of inspection, within the State, of the 
premises and of the processes of manufacture of the article con- 
cerned, as well as of taking samples there and at all the stages of 
storage, transport and distribution to the public. In India many 
articles of food enter the field of inter-provincial commerce. Most of 
the dairy products {e.g.^ ghee, butter, khoa) come within this cate- 
gory as well as edible oils and tea and coffee. The enforcement of 
the food adulteration law is a provincial responsibility and, although 
the Central Advisory Board of Health recommended the adoption of 
common standards by all provinces, it is understood that such 
uniformity has not been attained in respect of all articles of food. 
Moreover, the enforcement of the food adulteration law in the pro- 
vinces leaves much to be desired. In these circumstances, if the 
Centre can enter the fieM and assist in the enforcement of the 
required standards, an advance will undoubtedly be made in the 
control of food adulteration. 

As regards an improvement of the quality of the community’s 
food supply, vve drew atleution in the chapter d(;aling with nutrition 
to the Agricultural Produce Grading and Marking Act which is 
intended to facilitate such improvement and pointed out that a 
number of agricultural food products is already under the operation 
of this Act. We also recommended there that the principles of this 
Act should be made applicable to articles of food other than agri- 
cultural. This is an Act of the Central liCgislature and w^e suggest 
that the Central Government should give early consideration to this 
recoil 1 men d a ti on . 

Legislation in connection with certain other proposals of ours 

f). Tile more important of these propo.sal9 are those relating to: — 

(a) the All-India Medical Institute; 

(b) the establishment and maintenance of institutions in the 
provinces for providing, on an all-India basis, postgraduate training 
facilities of a high order and 

(c) the Central and Provincial Water and Drainage Boards. 

In regard to the All-India Medical Institute we have recommend- 
ed that the recruitment of its staff should be through its Medical 
Faculty consisting of its professors and not through the channel of 
the Federal Public ^Services Commission. This departure from the 
normal procedure for recruitment and certain other matters in con- 
nection with this Institute would seem to require statutory sanction. 

Similarly, our proposals for developing postgraduate training 
facilities to serve the needs of all provinces involve questions of ad- 
ministrative control and apportionment of cost between the Centre 
and the Provinces as well as the establishment of an all-India body, 
the Central Committee for Postgraduate Medical Education, which 
'vill have technical control over such institutions. Statutory regula- 
tion of these matters will probably provide a more satisfactory and 
?^table basis for central and provincial co-operation in this field than 
^administrative arrangements entered into by the Central Government 
with individual Provincial Governments. 

no5 



O0AFXBE XXXI 


The Central Drainage and Water Doard will make reoommenda- 
tions to the Central (iovemment regarding inter*provincial questiona 
of water conservation » drainage and river pollution and we have 
suggested that the Central Government should be granted power, in 
cases of emergency, to give an interim decision, which will be bind- 
ing on the provinces concerned, while the hnal decision should lie 
with the Federal Court or an Arbitration Board as may be provided 
tar. Statutory sanction will obviously be required for bringing into 
existence such a Water and .Drainage Board and for regulating the 
procedure to be adopted in connection with its recommendations, 
involving as this may often do, matters of vital importance to more 
than one province in the country. Further, the Board, if it is to 
carry out such investigations as may be necessary for making its re- 
commendations to the Central Government, will require in many 
cases access to records and the evidence of individuals, which it 
should be in a position to secure as a legal right. From this point of 
view also statutory sanction for the establishment of the Board and 
its functioning seems essential. 

The reasons advanced above for legislation to regulate the estab- 
lishment and functioning of the Central Water and Drainage Board* 
apply also to the Provincial Boards. Questions relating to water 
conservation and river pollution may involve the interests of indivi- 
duals and organisations and statutory provision for the settlement, 
on an equitable basis, of disputes regaining such interests is there- 
fore essential. Here also the Provincial Government may be 
empowered to give an interim decision which will be binding on the 
parties concerned, while the final decision may be left to the Pro- 
vincial High Court or an Arbitration Board as may be provided for. 

Consolidated Public Health Acts, Central and Provincial 

7. The enactment of consolidated Public Health Acts by the Cent- 
ral and Provincial legislatures is considered necessary. Such Acts can 
serve at least three purposes, namely, (1) to bring together existing 
legal provisions relating to health, which are scattered over various 
jBnactm'ents. (2) to modify those sections of the law which require 
change in the interests of promoting efficient administration and (8) 
to incorporate the new provisions which will be necessary for the 
development of the health programme we have recommended. At 
the Centre provisions relating to health are found in about 40 different 
Acts while, in the provinces also, a varying number of legal enact- 
ments contain such provisions. The need for the modification of 
existing law may be illustrated by a reference ta leprosy. In certain 
provincial Local Self-government Acts the provisions for dealing with 
this disease are the same as those provided for such acute and rapidly 
spreading infections as cholera, small-pox and plague. Leprosy is, 
on the other hand, an endemic disease and spreads slowly frotn 
person to person as the result of opportunities for fairly prolonged 
and close contact. In the case of the common infectious diseases the 
patient requires segregation and treatment for a limited period only 
anJ. speaking generally, he becomes non-infectious as soon as he is 
cured. In leprosy, on the other hand, the period of infectivity is 
prolonged and uncertain and the patient requires segregation and 
treatment for an extended period, which may run into months 
years. Administrative procedure* for dealing with lepitwy and with 
the other diseases of a more acute and rapidly .developing type will 
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necessarily differ and the legal provisions which are required will 
also differ. This &ct has been recognised in the province of Madras, 
>^here leprosy was recently remov^ from a group of infectieus 
diseases for which common provision exists in the Madras Public 
Health Act and special measures were provided for dealing with it. 
The enactment of the proposed consolidated Public Health Acts, 
Central and Provincial, will also provide an opportunity for incor- 
porating in them all the new provisions ovr health programme will 
require, including such changes as may be necessary in the existing 
relationship between the Central and Provincial Governments and 
between the latter and local area administrations in respect of their 
health functions. 

8. Such legislation at the Centre and in the Provinces mav take 
some time to materialise. In the meantime it is recommended that 
the Central Government should undertake to bring together in a 
single publication all the existing laws relating to health, both Central 
and Provincial. 
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THE PINANOIAL HIPLZOATIONS OF OUB PBOaBAMMB 
IntEOduction 

1. Our proposals for the development of health service! in the 
'Country, on lines which follow modem trends, consist of a long-term 
plan, which is intended to provide health protection of a compre- 
hensive nature to the whole population, and of a shorter plan to 
be completed in a period of ten years which, while following the 
broad outlines of the larger scheme, is more restricted in scope, 
both in respect of the health services to be rendered and of the 
population to be served. In defining the objectives to be reached 
on the completion of the long-term programme, we have been 
mainly guided by the consideration that the health services provided 
for the people should be comprehensive in their scope and that they 
should be based on the latest developments that the science and 
art of medicine have to offer. On the other hand, in drawing up 
•our proposals for the short-term programme we have given careful 
consideration to the instructions of the Government of India on the 
financial aspect of planning, which were embodied in the terms of 
reference defining the scope and nature of the enquiry entrusted to 
us. The Government of India said that it was desirable “to plan 
boldly, avoiding on the one hand extravagant programmes which are 
obviously incapable of fulfilment and on the other halting and in- 
adequate schemes which could have no effect on general health 
standards and which would bring little return for the expenditure 
involved**. It has not been an easy task to harmonise the require- 
ments of a scheme sufficiently broad -based to ensure the realisanon 
•of a progressive improvement in the public health with the need to 

bring its cost within such limits as are likely to be considered 
reasonable from the point of view of the country’s financial capacity. 
We decided that our guiding principle should be that the short-term 
plan we advocate must be such as would produce, through its imple- 
mentation, an appreciable improvement in the health of the people 
within the period of completion . of the plan. This is a matter of 
even greater importance than questions of cost. We were strength- 
ened in this view by two considerations. One is that planning would 
defeat its purpose if no satisfactory results could be demonstrated. 
We felt that the consequences of such failure might even be a set- 
back, for many years to come, in the development of health admi- 
nistration in the country. 

2. The other consideration is that, if the rates of expenditure 
incurred by Provincial Governments on their medical and public 
health departments were to be taken even as an approximate guide 
to determine the financial limits of our proposals, any attempt to 
build a satisfactory scheme of health services for the people would 
be foredoomed. In 1939-40 the per capita expenditure on these two 
departments together was Re. 0-1-7 in Bihar, Re. 0-1-9 in the 
United Provinces, Re. 0-2-1 in the Central Provinces, Re. 0-2-3 m 
Orissa and Re. 0-2-7 in Bengal. The highest figure for such expen- 
diture was Re. 0-5-9 in the province of Bombay. In order to as- 
certain what an improved health service is likely to cost it may not 
he out of place to examine the corresponding expenditure for certain 
other countres, where the provision for affording health protection 
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to the people exists on a much larger scale than in India. In Great 
Britain, the per capita expenditure on medical and public health* 
activities was, in 1934-85, about Ils. 54-8-11 and in the United States 
the corresponding figure for 1938 was Ks. 51-6-0. We recognise that> 
the expenditure incurred by a country on its health services must 
necessarily depend on its national income and that India compares, 
in this respect, very unfavourably with the two countries* 
mentioned above. Estimates of national income are likely to show 
a varying margin of error, however carefully they are made. 
Nevertheless, we may take for the purpose of comparison, certain 
estimates for these three countries from sources to which we may 
reasonably attach value. The figures are given below and the sources 
from which they are derived are also indicated: — 

Income 

Country per Source of information 

capita 

lU. ▲. P. 

British India . • • 62 3 The National income of 

Britiali India, 1931-32' 
by Dr. V. K. K. V. Rao. 

Great Britain .... 1,040 6 5 Journal of the Royal 

Statistical Society, 
Vol. 103, 1940, page 
617. 

United States .... 1,371 7 3 Monthly Labour Review 

Vol. 63, 1941, page 114- 

The per capita income of the United States is about 22 times 
that of India and that of Great Britain about 17 times. Even after 
making due allowance for the much higher national incomes in those 
countries, India should spend annually about Es. 3-3-0 per head of 
the population if her expenditure on health services were to bear the 
same relation to national income as the amount spent in Great Britain 
in 1934-36 on health measures bore to her own national income. On 
the basis of a similar comparison with the United States India’s per 
capita expenditure on health should be Rs. 2-5-0. From our survey 
of modern trends in the organisation of health services in Chapter IJ 
of this volume, it will be seen that the authorities in those countries- 
are dissatisfied wdth the provision for the health protection of their 
people which the figures quoted above represent, and that expendi- 
ture on a generous scale to augment the existing services is under 
active consideration. In these circumstances we felt that, if India 
desired to develop a modem health organisation, a scale of expen- 
diture much in advance of what the provinces have been incurring, 
was inevitable. We therefore decided to plan our short term pro- 
gramme undeterred by the cramping limitations of existing provin- 
cial expenditure and with our main consideration directed to the 
development of a plan which would ensure, through its execution, 
a demonstrable improvement of the public health. We hope to 
show later that the scheme we have put forward is, even from the- 
financial point of view, in no way extravagant or unreasonable. 
Though the expenditure involved will undoubtedly be manv times 
that now mcurred hv Governments in the country, the responsibi- 
lity which rests on the authorities concerned for finding the neces- 
sary funds is, in our view, inescapable, if a raising of the general 
level of health and prosperity among the people is to be secured' 
and maintained. We cannot emphasise too strongly the fact that 
one of the most effective means of increasing the national productive- 
capacity is improvement of the public health. 
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'The Etfttsuteg of Oo8t 

8. Having iormulated our proposals we examined in some detaQ. 
their huaucial implications. The detailed estimates we have pre* 
j)ared are given as appendices 54 and 65 in volume III of this report. 
These estimates are necessarily of a tentative character owing to a 
^number of reasons, * some of which are indicated here. In view of 
the conditions arising out of the ^ar and its aftermath, building 
costs can hardly be predicted with any degree of precision for the 
period during which this programme will be implemented. ' Further, 
the cost of construction varies in different parts of the coimtry. 
Moreover, as we shall point out later, the cost of construction under 
the supervision of the Public Works Departments of Governments 
seems, in many cases, to be definitely higher than the cost of cons- 
truction under other auspices and, if steps ccm be taken to reduce 
the former to any appreciable extent, we havb no doubt that there 
will be a considerable decrease in* the total expenditure we ‘ have 
t-hown in our estimates. For reasons which we have stated in the 
chapter describing our short-term programme, the rates of pay we 
have assigned to the different classes of health workers are, in 
some cases, based on existing scales and, in others, on scales we 
have arbitrarily proposed. In view of the importance and complex- 
ity of the problem of fixing reasonable and adequate scales of pay 
for all public services, we have suggested the investigation of this 
•matter by an ad hoc committee. Any decisions that Governments 
may take on the advice of this committee will, if there be wide 
departures from the scales of pay suggested by us, materially affect 
the financial implications of our proposals because, as regards the 
recurring cost, expenditure on the pay of the health staff consti- 
tutes by far the largest proportion id the total. 

4. We give below, in tabular form, the main items of our estimates 
of cost separately for the first five years and' the second five years 
of the short-term programme. 

Approximate estimates of cost in respect of the proposals of the 
Hiealth Survey and Development Committee for BritUh India 

Non-Recurring Expenditure 



Firat five yean 

Second five years 

First ten years 

^1. Personal health ^ services 
, including the directional 
organisations associated 
with the Ministries of 
Health at the Centre 

Be. 

He. 

Bs. 

and in the Provinces 

80.88.00,000 

IIS.64.00,000 

109.52,00,000 

2. Professional Education 

3. £bqf>enditure on other 

22.48,00.000 

19,86,00,000 

42,31,00,000 

items 

80.42,00,000 

50,20,00,000 

100,62,00,000 


183,76,00.000 

188,70.00,000 

842,48,00,000 

4. C^tre .... 

9,22,00,000 

11.32,00,000 

20,84.00,000 

6. British India as a whole. 

182.97,00,000 

200.02,00.000 

362,99,00,000 


Recurring Expenditure 

'1. Personal health services 
including the directionid 
organisations associated 
with tho Ministries of 
Health at the Centre 

and in the ProvmoeB 116»10,00,000 250,02,00,000 
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Recurring Expenditure-^oontinned. 

Fini five yam Beoond flvo years First ten yean 


Frofesstonal BSduoation t 

S. Expenditure on other 
items 

4. Leave Reserve 

Rs. 

82,00,00,000 

4.64.00. 000 

7.83.00. 000 

30,24,00,000 

12.32.00. 000 

15.08.00. 000 

Ito. 

67.24.00. 000 

16.80.00. 000 
22.91,00.000 


160,47.00,000 

312,06,00,000 

473.13,00.000 

6. Centre .... 

0,63,00,000 

18,76.00.000 

28,39.00,000 

6* British India aa a whole . 

170,10,00,000 

331,42,00,000 

601,62,00.000 

Payment towards amortisa- 
tion of non-reourring 

expenditure 

26,76,00,000 

74,64,00,000 

100,30,00,000 

Total reourring ex. 

penditure . 

106,86,00.000 

406,96,00,000 

601,82,00,000 

Average annual expenditure 

3U.17,00.000 

81,19,00,000 

60.18.00.000 

Average estimated population 

of British India * 

816 millions 

337*6 millions 

326*25 millions 


Rs P. 

Rs. A. P. 

► 

y i 

Annual per capita expend!. 

ture .... 

14 0 

2 7 0 

1 14 0 


5 . Before we examine the above figures we wish to make certain 
general remarks regarding these estimates of expenditure. We 
consider that the figures give an approximate estimate of the cost 
that our proposals will involve, although it has not been possible, 
for certain reasons, to include every item of expenditure lilcely to* 
be incurred under our scheme. For instance, in regard to the 
organisation of school health services, we have suggested that two 
teachers from every primary school in the areas in which these 
services will be introduced, should be trained to carry out certain 
remedial and preventive duties under the supervision of the school 
medical officer and that each of these teachers should be given a 
monthly allowance of Es. 10 . In the absence of information regard- 
ing the number of teachers for whom provision will have to be 
made, we have not included this item of expenditure in our estimate. 
On the other hand, some saving in the estimated cost of these pro- 
posals is likely to be secured if neighbouring provinces can co- 
operate in the joint development of certain types of institutions and 
in the establishment of facilities for the carrying out of various pur- 
1)0868 under our scheme. The endemic and epidemic diseases 
prevalent in fairly wide stretches of contiguous territory in neigh- 
bouring provinces are likely to be the* same and room therefore exists 
for the creation of common facilities for combating such diseases. 
For instance, certain institutions like leprosy hospitals and homes 
for incurables can be established to serve more than one province. 
The manufacture of the biological products required for treatment 
and prophylactic purposes can be undertaken jointly. Again, in 
the provision of training facilities for various types of health person- 
nel, there may be room for co-operative effort. In regar^J lo the 
establishment of such organisations as drainage and water boards, li 
n)ay be advantageous for neighbouring provinces to establish a 
eommon body instead of maintaining separate hoards. With one or 
more rivers passing through the territories of both, questions relatf- 
mg to the conservation of water and river pollution are dealt with 
more satisfactorily through co-operative action than by separate 
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effort. We anticipate, therefore, that, in the development of our 
proposals, there is likely to be the promotion of joint activity dn a 
wide scale among neighbouring provinces and that such activity will 
help to reduce, to some extent, the cost iudioated in the estimates 
given above. * In the circumstances we believe that the figures may 
be taken as a reasonably correct over-all estimate of the expenditure 
likely to result from the execution of our scheme during the first, 
ten years of the programme. 

6. Our estimates do not give the expenditure that individual pro- 
vinces are likely to have to incur as the result of the implementa- 
tion of our proposals. They are statements of probable expendi- 
ture for all the eleven Governors* Provinces. The cost to be 
incurred by the Central Government in respect of Centrally Admi- 
nistered Areas has not been calculated in the detailed manner in 
which we estimated provincial expenditure. The total population 
of these areas at the 1941 census was 1*6 millions as against 294*2 
millions for the 11 Governors* provinces. Conditiohs vary consi- 
derably in the Centrally Administered Areas, e.g., Delhi Provin-'.e 
and Baluchistan, so that the formulation of a common plan appears 
to be difficult. We consider, however, that the suggestions made 
in respect of the Governors* Provinces can, with suitable modifica- 
tions, be utilised by the local administrations under the Central 
Government for making plans for their respective territories. As 
regards the Delhi Province, we have suggested that the Central 
Government should demonstrate in this area the implementation of 
our proposals as well as of the proposals of other post-war planning 
Committees, in order to promote a many-sided attack on the 
problems of community life. We have suggested for this province 
a scheme which provides a larger health staff than that proposed 
for the other provinces. 

7. We have also recommended that the Central Government 
should be responsible for the establishment and maintenance of an 
All-India Medical Institute which will provide, when it is fully deve- 
loped, teaching facilities of a high order, undergraduate and post- 
graduate in all branches of professional education in the field of 
health, and will also make provision for the training of research 
workers. A tentative estimate of the cost of the Institute places 
the non-recurring expenditure at about Ba. 2 crorea and the recurring 
charges at about Bs. 40 lakhs per year. 

8. Taking into consideration the difference in the population 
between the Centrally Administered Areas as a whole and that of 
the eleven provinces it is considered that, on a rough estimate, 
the cost in respect of all health developments in the areas for which 
the Centre is directly responsible and the expenditure on the proposed 
All-India Medical Institute may together be somewhere between 5 
and 7 per cent, of the total cost for the provinces, recurring or 
non-recurring. We have therefore taken 6 per cent, as the basis of 
our calculation for Central expenditure. 

9. We have pointed out, in more than one place in this report, 
the need for the Central Government to promote health development 
in the provinces by grants-in-aid and through the provision of 
technical advice to provincial health authorities. The additional 
financial burden which the Centre will have to bear if these sug- 
gestions of ours are accepted will, we anticipate, be settled hf 
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mutual couBultation between the Centre a nd the Provinces. jWhat- 
•^ver tnis additional burden' may prove to be, it is now incorporated 
\as part of our estimates for provincial expenditiure. 

10. We have given the to^al anticipated expenditure only under 
.certain broad heads, namely, personal health services, professional 
education and a group comprising other items of expenditure. Non- 
reciuring and recurring costs have been shown separately. It seems 
iio us most likely that large scale expenditure on capital works will 
be met by Governments from loans and not from current revenues, 
•especially as the hnancing of the recurring cost of a scheme Such 
as ours and of those of other post-war reconstruction committees 
will place an extremely heavy strain on the annual budgets of 
'Governments. On the assumption that non-recurring expenditure 
will be met from loans, we have provided for their amortisation in 
a period of 80 years at 8^ per cent, interest, which we were advised 
to take as a reasonable basis for calculation. We have assumed 
'that the non-recurring cost to be incurred in the two five-year periods 
of the short-term programme will be spent in equal amounts each 
year. The anticipated annual expenditure shown above includes 
.amortisation charges also. The probable cost of our proposals 
therefore makes provision for the yearly recurring expenditure as 
well as for that which will be incurred, during the first ten years 
of the programme, in the repayment of ihe loans, which are to 
meet the non-recurring expenditure to be undertaken during that 
period. 

11. For calculating the per capita cost an estimate of the probable 
growth of population in the country during the period likely to be 
covered by the short-term programme is necessary. The required 
data for making such an estimate are at present lackingj and any 
estimates which are put forward must mainly be conjectural. The 
enumerated population of British India at the 1941 census was 
about 295 millions and, as the war has ended and the implementa- 
tion of our proposals may therefore be expected to start without 
delay, we have assumed that the average population of British 
India during the first and second five-year periods of our programme 
will be 315 millions and 337«5 millions respectively. On the basis 
of these populations, the per capita costs are: — 

First five years Second five years First ten years 
Rs. A. P. Rs. A. P. Rs. A. P. 

140 270 1 14 0 

It may perhaps be of advantage to indicate what the recurring 
cost is likely to be during the first and tenth years of the programme. 
These are Rs. 1-3-0 and Rs. 2-13-0 per head of the respective popula- 
tions, which have been estimated as 300 and 346 millions. 

12. We have shown that, even after making allowance for the low 
national income of our country as compared with those of Great 
Britain and the United States, the rate of expenditure on medical 
and public health services in India should be about Rs. 3-3-0 and 
Rs. 2-5-4 per head of the population respectively. Our proposals in- 
■volve, during the first ten years of their execution, an anticipated 
expenditure of Rs. 1-13-6 per head of the population. We therefore 
claim that the programme of health development we have put forward 
cannot be considered extravagant from the financial point of view. 
When it is remembered that, in Great Britain and the United States, 
-a further rise in public expenditure on health servicea has been con^l* 
^ered essential in the interests of the people, we hold that there 
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btill greater justification for considering that the demands which our^ 
scheme will make on the public purse are in no way unreasonable.. 
The Financing ol the Health Programme 

13. We realise, at the same time, that even the proposed per 
capita annual expenditure of about Rs. 1-4-0 during the first five years ' 
of the programme will require that Provincial Governments should^ 
inake provision, for spending on health measures, amounts many 
times in- excess of what they are budgetting now. The latest 
available figures for the combined expenditure on provincial medicaP 
and public health departments relate to 1944-45 and they are given* 
below. 

Combined expenditure on medical relief and public health activities * 
in the provinces during 1944-45 


Provinoe 

Madras .... 



Expenditure on 
medical relief 

Expenditure and public health 
per capita expressed as a 

in annas percentage of 

total provincial 
expenditure 

6-2 4 7 

Bombay .... 



10 9 

4 6 

Bengal .... 



7*1 

6*7 

U. P 



3-9 

4*9 

Punjab .... 



. . 6 1 

6*1 

Bihw .... 



3*2 

7*3 

0. P. €md Berar 



2-8 

31 

Assam .... 



6 4 

6*2 

N..W. F. P. . 



7*7 

60 

Orissa .... 



3-4 

6*9 

Sind .... 


. 

8*2 

2*6 


While a small number of items of existing expenditure in the* 
provinces on health administration will fall within the cost of the 
scheme we have put forward, the vast majority of them will not 
and, broadly speaking, the expenditure involved in the execution of 
our proposals will be in addition to what the Governments, Central 
and Provincial, are now incurring on their medical and public 
health departments, which a^ shown above is generally on a meagre 
scale. 

14. A reference to the last column of the above table will show 
that the expenditure incurred by Provincial Governments on health 
measures, curative and preventive, constitutes but a very small 
fraction of their total annual expenditure, the percentage ranging 
from 2*5 to 7-3. On the other hand, the corresponding percentage 
in Great Britain during 1934-35 was 20-4 and in the United States 
13»8 during 1938. It is obvious that Governments in India have, 
in the past, devoted an unduly small proportion of their incomes 
to health administration and there is therefore every justification 
for demanding that the ratio of expenditure under this head must 
be raised considerably. Government should be prepared to increase 
the iponey spent on health to at least 15 per cent of the total expen- 
diture. If this is done a considerable advance will have been made 
providing the required funds for the proposed health programme. 
At least in one province (Madras) the local legislature has laid down 
(Section 127 of the Public Health Act) that every municipality “shall 
earmark not less than 30 per cent of its income from all sources other 
than Government grants, for expenditure on the advancement of 
public health in its local area, including expenditure on medical relief, 
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and every district board or panchayat shall similarly earmark not less- 
than 12 J per cent of its income from such sources.’* We recommend 
that it should be a statutory obligation on Governments to spend a 
niinimum of 15 per cent of their revenues on health activities. 

15. The revenues of certain Provincial Governments have shown a 
marked increase during recent years. New sources of income, such 
as the sales tax, have been tapped and they have helped materially 
to increase the resources of the Governments concerned. We do not 
feel competent to discuss taxation policy or to recommend specific 
forms of raising revenue. We believe, however, that we are correct 
in holding that the existing resources of Governments can be aug- 
mented to a material extent and we recommend that Governments 
should make every effort to increase their revenues and to devote 
a substantial part of them to the development of the health and 
other programmes, which are essential for the betterment of national 
life and the increase of the nation’s wealth. 

16. This discussion of the ways in which Governments should 
attempt to solve the financial problem in connection with the imple- 
mentation of the health programme will not be complete without 
attention being given to a matter to which reference was made 
earlier in this chapter, namely, the high cost of construction when 
it is carried out under the supervision of the Public Works Depart- 
ments of Governments. We consider it highly desirable that a 
searching enquiry should be instituted into building costs and the 
data on which Public Works Departments base their estimates. 
Instances have been brought to oiu* notice in which private agencies 
have been able to carry out new building work at less than 50 per 
cent of the estimates prepared by the Public Works Departments. 
We do not venture to base any criticism on such information, bufi 
there is undoubtedly a widespread and persistent belief that the 
Public Works Departments are unduly expensive agencies for the- 
construction of public buildings. This calls for careful investiga- 
tion, as considerations having far-reaching consequences for deve- 
lopment in many spheres are involved. 

17. Tn this connection we wish to draw attention to the report of 
a Mission which was sent to the United States of America by the* 
Ministry of Works in the United Kingdom in 1944. The object of the 

* Mission, which was an expert body, was to study American practice 
with a view to securing in Great Britain in the postwar period (a) 
increased speed and output, fb) reduced building costs, (c) improved 
standard of equipment and finish, and (d) improved conditions for 
operatives. 

An enquiry into building methods and costs, with special reference 
to the Central and Provincial Public Works Departments in India 
will now be helpful, particularly if, with the enquiry, one or two of the 
representatives of His Majestv’s Government’s Mission to the United 
States were associated as well as some non-technical persona. 

18. The need for the rapid development of public health and medi- 
cal facilities is insistent. In our view it is a matter of vital import- 
ance that Governments should do their utmost to make the health 
services extend as far into the rural areas as circumstances permit, 
even though such an expansion might involve the utilisation, in the 
beginning, of improvised buildings which do not fulfil accepted 
standards. It is in the public interest that such limited financial 
resourceB as may be available should, in the early years, be spent 
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on personnel and equipment rather than on elaborate buildings, if 
mohey is not available for both. For instance a dispensary located 
in a mud hiit can give useful and effective service, provided it is 
clean and sanitary. 

Construction will, nevertheless, be necessary. Such construc- 
tion should be the most economical compatible with the require- 
ments essential for medical institutions. It should be planned so 
aa to permit, of future . expansion, if required, and of such altera- 
tions as the progress of medical science, may dictate. At all costs, 
elaborate and ornate buildings should be avoided. 

19. In our view the short-term health programme set forth in the 
different chapters of this volume of the report provides the minimum 
standard of achievement in the different fields of health develop- 
ment, which Governments should keep before themselves as the 
objective to be attained within the first ten years of the execution 
of the scheme. The existing state of the public health in the 
country is so unsatisfactory that any attempt to improve the present 
position must necessarily involve administrative measures of such 
magnitude as may well seem to be out of all proportion to what 
has been conceived and accomplished in the past. This seems to 
us inevitable, especially because health administration has so far 
received from Governments but a fraction of the attention which 
it deserves in comparison with other branches of governmental 
activity. We believe that we have only been fulfilling the duty 
imposed on us by the Government of India in putting forward this 
health programme, which can in no way be considered as extrava- 
gant either in relation to the standards of health administration 
already reached in many other countries or in relation to the minimum 
requirements of any scheme which is intended to demonstrate an 
appreciable improvement in the health of the community. For 
reasons already set out, we also believe that the execution of the 
scheme should not be beyond the financial capacity of Governments. 

20. We desire to stress the organic unity of the component parts of 
the programme we have put forward. Large-scale provision for the 
training of health personnel forms an essential part of the scheme, 
because the organisation of a trained army of fighters is the first 
requisite for the successful prosecution of the campaign against 
disease. Side by side with such training of personnel, we have 
provided for the establishment of a health organisation which will 
bring remedial and preventive services within the reach of the 
people, particularly of that vast section of the . community which 
lies scattered over the rural areas and which has, in the past, been 
largely neglected from the point of view of health protection on 
modem lines. Considerations based on inadequacy of funds and 
insufficiency of trained workers have naturally necessitated the 
.suggestion that the new organisation should first be established over 
a limited area in each district and later extended as and when 
funds and trained personnel become increasingly available. Even 
with such limitations the proposed health service is. intended to 
fiflfil, from the beginning and in an increasing measure as it 
'expands*, certain requirements which are now generally accepted as 
essential characteristics of modem health administration. These are 
that curative and preventive work should dovetail into each other 
•and that, in the provision of such a combined service to the people, 
institutional and domiciliary treatment facilities should be 
integrated as to provide the maximum benefit to the community- 
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There should also be proTisiou in the health organisation for suob 
consultant and laboratory services as are necessary to facilitate 
correct diagnosis and treatment. Our proposals incorporate these 
requirements of a satisfactory health service. 

21. We have ’drawn attention to these aspects of the health pro.-, 
gramme because we feel that it is highly desirable that the plan 
should be accepted and executed in its entirety. We would strongly 
deprecate any attempt, on the plea of lack of funds, to isolate speci- 
fic parts of the scheme and to give effect to them without taking 
into consideration the inter-relationships of the component parts of 
the programme. Our conception of the process of development of 
the national health services is that it will be a co-operative effori 
in which the Centre, acting with imagination and sympathy, will 
assist and guide a co-ordinated advance in the Provinces. We 
therefore look forward to a pooling of resources and of personnel, as 
far as circumstances permit, in the joint task that lies before tht> 
Governments. 
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training of 


Paoh 

407 

Ranohi 


mental training facilities in .... . 

. • 

214 

Rats 


control of 

• • 

266—0 


destruction of ...... 

• • 

185 


rat-proofing of dwellings, grain stores and godowns in 
premises ....... 

railway 

« • 

183-4 

Refresher courses for 

dais 

• a 

402 


medical men 

• • 

371—2 


nurses and midwives ..... 

• • 

399 

Research, see Medical research. 

River and beach pollution 

control in England and U.S.A. .... 


264 


intor-provincial problems ..... 

• • 

2S3— 4 


proposals for India . . ... 

• • 

264 

Rural 


coramunioations, see Village communications, 
health service, difficulties in providing , • 

. • 

14—6 


housing 

proposals for . , , , , 

• » 

244-6 


India 

needs of ..... 

» 

4-^ 

Russia 


motlioal services , 

development of . . , . 

• • 

10—12 


midwivos, 

nurseries for children , • 


105—6 


position of . . ' , 


396—7 


physical education in .... . 


02 


rapid expansion of health personnel . 

. 

31 


toclmicians 

training of ..... 

• • 

406 


s 

Sanitary inspectors, see Public health inspectors. 

Sanitation, conservancy and drainage 

boro-liole latrines 2(50 

disposal of sewage and industrial waste .... 262 — 3 

existing conditions ........ 258, 232 

provision of underground sewerage ..... 269 — 60 

refuse disposal ........ 261 — 2 

septic tiuik and soil distribution systems . • • . 269 

septic tank latrine ...••••• 269—60 

village • . . 41, 45 ' 

Soandanavia 

physioal education in •••••»• 91 

Sohool health service 

certain general suggestions . . . • • .113 

cooperation between health and education authorities . 121 

employment of school masters during short-term . . 42, 112L 

113, 116 

functions of 112 

health education in schools 88, 119^ 

health functions to be under the Health DeparUnent and 

not under the Education Department • 111—12 

629 




INDEX 


Sohool health service — eonid. 


Paqbb 


in primary unit : 

improvement of environmental hygiene, 
improvement of nutrition of the oMld . 
medical inspection 

physical education ...... 

provision of medioed ocure, preventive and curative ; 
school clinic ....... 

present position in India , 

school feeding ........ 

stages of development ....... 

School of Tropical Medicine, Calcutta, see Calcutta School nf Tropical 
Medicine. 


118 

118 

116 ^ 

118—19 

116—17 

111 

74, 118 
114—16 


Secondary unit 

long-term programme 
maternity and child welfare work in . 
school health service in • 
short-term programme 


Short-term programme 

brief statement of proposals for health services 
certain objectives for the third five-year period 
certain special health services 

dental service .... 
leprosy ..... 
malaria .... 

maternity and child welfare 
mental diseases .... 
nutrition ..... 
school health .... 
tuberculosis .... 
venereal diseases 

estimated cost ..... 
expansion of district health scheme in a typical district 
hospital provision ..... 
number of doctors and nurses required 
primary unit, see Primary unit, 
secondary unit, aee Secondary unit. 


Smallpox 

incidence in India ........ 

training, recruitment and conditions of service of Vaccina tors 
vaccination and revaccination ..... 


vaccine lymph 

existing methods of production and potency during 
use 

recoavmendations for ensuring potency . 

Social medicine, see Medicine, social 

Statutory Oentral Board of Health, see Health Organisation, Central. 


26 

102 

114 

47—60 


37—8 

64— 6 

65— 6 
67 
63 

54-6 

56—7 

64—6 

65 

63—4 

66 
60 
38 

63—3 

67—9 


167- -n8 
170—1 

168— 171, 
173—4 


171 

172 


Teohnioians 


T 


employment of demobilised personnel .... 
i^raining of 

conditions obtaining in China, Russia and U.S.A. 
'dental hygienist and dental mecbanios^. • 
laboratory technicians. . . . • • 

radiographers .....•• 

Three million plan, stt Long-term programme, district health^organi- 
fiation. 


Town and village planning 

Directorate of Town & Village Planning, Central •, 
Directorate of Town & Village Planning, Provincial . 
district liealtn board, functions in regard to planning . 
ixiiproveuieiit trusts 


472—3 

406 
377 

406—7 

407 


221—2 

223— 4 
227—8 

224— 7 


530 



INDEX 


rown and village planning — conJtd. Paoes 

institute of town and rural planning 2:^ 

location of industry ....... 228 — 9 

maeter plan for a large city ...••• 226 

pieBent position in India ...•••• 220 — 1 

Provincial Ministry of Housing & Town Plan ning . .221 

purposes to be achieved by . . . . . .210' —20 

qu€difications of a town and village planner . . .224 

recruitment of town planning officers. .... 229 

town and village planning legislation .... 222 

training facilities . 229 


rrades, industries and occupations offensive and dangerous to the com- 
mnnity, Occupations, trades and industries, offensive cmd 


daogerous to the community. 

TraveUing dispensaries 

* provision of . • 62 

Ifuberoulosis 

aftercare of colony 161 

clinic 160—1 

home for incurables ....... 161 

home isolation and treatment service . • . . • lo9 — 60 

hospital . . . • • • . • • .161 

hospital provision in long-term programme • • *164 

incidence of ........ • 157 — 8 

institutional provision in the short-term programme • .162 

surveys .......... 164 — 5 

training facilities ..•.•••• 165 — 0 

travelling tuberculosis units •....• 163 

volimtary effort in tuberculosis work • • • • 166 — 7 ] 

welfare services ........ 166 


U 

Uadsrgraduate education, ses Professional educrition. 

Union of Soviet Socialist Bepublios, Russia, 

United States of America 

Bureau of the Census and Central Statistics Board . .282 

control over river and beach pollution .... 264 

incidence of mental diseeMos emd mental deffoiency • • 206 — 8 

interstate quarantine ....... 270 

medical services, development of • . • • .9 

per capita expenditure on medical and public health services .'>08—9 
physical education in • • • • . . .91 

ratio of hospital beds to population . • • . .28 

relationship between Feder^ and State Governments regard* 

ing health administration ...... 290—3 

sterilisation of the unfit ....... 488 —9 

technicians, training of ...... . 406 

Urea 

as cattle food . . . . . • - • .81 

V 

Va cc i n a ti on, see Smallpox. 

▼enereal diseases 

compulsory notification .•.•••• 197 — 8 

control of prostitution, «ee Prostitution. 

incidence in India . . . ... . #1 90 — 7 

provision of medical care, preventive andjourative • # 198 —200 

sex education ...•••.«• 200—1 

special training for doctors 199 

TOlsgs communication 

importance of development • . . • • 61 — 2 


631 




xnm- 


Titel0tati8tio8 

eompulsorjr re^traiion of • • 

house list m vulages and sample surveys • 

notifiable diseases 

organisation 

at the centre • • • , • 

at the headquarters of a province • 
in the district • • . • 

present position 

errors • • • • • 

registration and compilation • p 
proposals for areas outside the scheme . • 

proposals for areas under the scheme . • 

provision of training facilities for statisticians • 

Vitamin A 

fish oils and water hyacinth as a source of • • 

Vitamin D 

fiidi oils as source of • • • • • 

Vitamins 

deficiency in Indian diet • ■ • • • • 

Vitamins, synthetic 

recent development in the production of • 

W 

Ward ayahs, sea Aysfis, ward. 

Water sumply 

Central and Provincial Water and Drains^ Boards 
composition of Water and Drainage Boards 
inteiprovincial drainage and river pollution problems 
priority in the provision of . • • • 

programme for Bengal . • • • • 

survey of the eadsting provision • • • 

water conservation* on an interprovincial basis • 


PMitt 

* 279—80 

277 ^ 

270 

281—8 

283 

283—5 

274 

273- 4 
276—7 

274— 6 
286— T 

82 

82 

82 

82 


250-4 

264 

253— 4 
255—6 

254— 5 
248 

252—3 


department in hoimitals • 
radiographers, traming of 
travelljng tuberculosis units 


40 

407 

162 


632 

QlPX>-*B2-*28 DofBfiArO- 9.446-- IfitOpO 






614.(J954/IM) 





